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inside as well as outside the hospital... 
staphylococci usually remain sensitive to 


CHLOROMYCETIN 


(chloramphenicol, Parke-Davis) 


That the sensitivity patterns of “street” staphylococci differ widely from those of 
“hospital” staphylococci is a well-established clinical fact.’ Although strains of 
staphylococci encountered in general practice have remained relatively sensitive to 
a number of antibiotics,* the problem of antibiotic-resistant staphylococci appears 
to be a threat to all patients in hospitals today. It is encouraging to note, however, 

.that a relatively small percentage of strains develop resistance to chloram- 
phenicol, despite the consumption of large amounts of this antibiotic.’’? 


In one hospital, for example, CHLOROMYCETIN “...was the only widely used 
antibiotic to which few of the strains were resistant.’’§ In another hospital, despite 
steadily increasing use of CHLOROMYCETIN since 1956, “...the percentage of 
chloramphenicol-resistant strains has actually been lower in aiahad quent years.””! 
Elsewhere, insofar as hospital staphylococci are concerned, it appears that “...the 
problem of antibiotic resistance can be regarded as minimal for chloramphenicol.’ 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 


See package insert for details of administration and dosage 
See package insert for details of ad trat i dosage. 


Warning : Serious and even fatal blood dy yscrasias (aplastic anemia, hypopl: miles anemia, thrombocytopenia, 
granulocytopenia) are known to occur after the administration of chlor: amphenicol. Blood dysecrasias have 
occurred after short-term and with 1th ole therapy with this drug. Bearing in mind the possibility that 
such reactions may occu iloramphenicol should be used only for: serious infections caused by organisms 
which are susceptible to i tibacterial effects. Chloramphenicol should not be used when ofher less 
potentially dangerous agents will e effective, or in the treatment of trivial infections such as colds, influ- 
enza, viral infections of the throat, or as a prophylactie as gent. 


Prec autions : It is essential that adequate blood studies be made during treatment with the drug. While 
blood studies may detect early peripheralblood cha »s such as leukopenia or granulocytopenia, . peters 


they become irreversible, such studies cannot be relied upon to detect bone marrow depression prior to 
development of aplastic anemia. 





IN VITRO SENSITIVITY OF 250 STRAINS OF STAPHYLOCOCCI 
TO CHLOROMYCETIN AND TO FOUR OTHER ANTIBIOTICS* 


CHLOROMYCETIN 78% 
Antibiotic A» 68% 
Antibiotic B 55% 
Antibiotic 45% 


Antibiotic D 21% 


These strains of coagulase-positive staphylococci were isolated from hospitalized patients at a 
large county hospital during the year 1959. Sensitivity tests were done by the disc method. 
* Adapted from Bauer, Perry, & Kirby' 


References: (1) Bauer, A. W.; Perry, D. M., & Kirby, W. M. M.: J.A.M.A. 173:475, 1960. (2) Fisher, M. W.: 
Arch. Int. Med. 105:413, 1960. (3) Cohen, S.: Circulation 20:96, 1959. (4) Edwards, T. S.: Am. J. Ophth. 
48, Part I1:19, 1959. (5) Smith, I. M.: Staphylococcal Infections, Chicago, The Year Book Publishers, Inc., 
1958, p. 148. (6) Petersdorf, R. G.; Rose, M. C.; Minchew, H. B.; Keene, W. R., & Bennett, I. L., Jr.: 
Arch. Int. Med. 105:398, 1960. (7) Editorial: J.A.M.A. 173:544, 1960. (8) Finland, M.; Jones, W. F, Jr. & 
Bennett, I. L., Jr.: Arch. Int. Med. 104:365, 1959. stags 
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AVacation from Hay Fever 
is a Real Vacation 


NIZ isa potentiated, balanced 
combination of these well known 
synergistic compounds: 
Neo-Synephrine® HCl, 0.5% 
— dependable vasoconstrictor 
and decongestant 
Thenfadil® HCl, 0.1% 
— potent topical 
antihistaminic. 
Zephiran® Cl, 1:5000 
~— antibacterial wetting 
agent and preservative. 


ANYWHERE —- ANYTIME 


Just a “poof” of fine NZ spray 


brings relief 1n sEcONDS, FOR HOURS 


NASAL SPRAY 


(})aathrop LABORATORIES 
New York 18, N.Y. 


Supplied in leakproof, 
pocket size 
squeeze bottles of 20 cc. 
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MSMS House of Delegate members 
worked at conference tables, with note- 
books for their reports, resolutions, notes, 
at the 1960 session held in Detroit. This 
year, the meeting swings back to Grand 
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It takes so little to trigger an asthmatic attack... 


it takes so little MO RE to control it... 


the simple addition of ATARAX to your classic anti- 
asthmatic therapy increases therapeutic success even in 
difficult patients Each MARAX tablet contains: ATARAX® (hydroxyzine HCl) 10 mg.—an 


antihistaminic tranquilizer beneficial in bronchial asthma and allergy." 
Ephedrine sulfate 25 mg.—to reduce congestion. Theophylline 130 mg. 
— for bronchospasmolysis. 


“Superiority of [MARAX] seems attributable to the inclusion in it of hydroxyzine in place of the conventional 
barbiturates.”2 In a series of patients generally refractory to the usual antiasthmatics, and who required 
steroids in order to obtain temporary relief, 70% showed good to excellent symptomatic relief with MARAX. 
Patients “...slept more comfortably and breathed more easily. The characteristic asthma wheeze was either 
markedly reduced or entirely relieved.’ 


If your asthma patients do not respond to standard therapy, they may need the “little MORE” that 
MARAX offers. 


Usual adult dosage: One tablet 2 


to 4 times daily. Full prescription 
information on request. Supplied: 
Bottles of 100 light blue, scored 
tablets. Prescription only. 
References: 1. Santos, |. M. H., and 
Unger, L.: Ann. Allergy 18:172 (Feb.) 
1960. 2. Chariton, J. D.: Ann. Al- 
lergy, In press. 3. Shaftel, H. E.: 
(>) Clin. Med. 7:1841 (Sept.) 1960, 
New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Vacation time should be a good chance for each of 
WHICH CHOICE you to rest and renew your energies for the long pull 
WILL YOU MAKE? before us. It is gratifying to know that your friends and 
patients will also benefit if you are able to refresh your- 

self in these summer days. 


The MSMS Council, at its recent mid-summer session, 
studied many problems. Even though a chance for a 
renewed spirit goes along with the summer days, the 


work must still go on. There is no opportunity for total 
relaxation. 


Three-fourths of my term of office is over, and the 
days ahead will be a wind-up of the year. It seems 
quite apparent to me that very shortly we shall need to 
decide whether the Michigan State Medical Society 
may wish to coast along and hope for the best of the 
future—or whether it wishes to go all out in the way 
of time, energy, and money in playing an important part 
in plans for the future. 


If the idea of coasting is the one we choose to follow, 


then we do not need to worry about anything, because 
it will be decided for us by those most eager to do so. 


If, however, we choose to have a voice in what may 
ih happen next, we shall need to pull up our pants, take 
an extra hitch in our belts, and go to work as never 
AAALE, ‘ before. | believe there are only these two choices. 
* 


President 


Michigan State Medical Society 


JMSMS 
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Annual Session Offers 
Medical Authorities 


Many of the outstanding authorities in medicine have been ob- 
tained as speakers for the 1961 Michigan State Medical Society 
Annual Session. 


These medical teachers will come to Grand Rapids to present in- 
formation of practical value to help the doctor in his daily practice. 
All presentations will stress diagnosis and treatment, applicable to 
clinical medicine. 


The Annual Session is held in Grand Rapids every odd year, and 
the 1961 event will be held Wednesday, Thursday, Friday, Septem- 
ber 27-28-29. The educational meeting once again follows the an- 
nual House of Delegates meeting Sunday, Monday, Tuesday, Septem- 
ber 24-25-26. Once again, the events will take place at the Pantlind 
Hotel—Civic Auditorium. 


Many other highlights are on the timetable along with the MSMS 
business sessions at the House of Delegates and the medical lectures 
and exhibits at the Annual Session. The inauguration of Otto K. 
Engelke, M.D., of Ann Arbor, as the new president will take place 
Tuesday night, when he succeeds Kenneth H. Johnson, M.D., Lans- 
ing. A social evening Thursday will be another added feature. 


Speaking at the 1961 Annual Session will be the following: 


Wednesday, September 27—Richard J. Bing, M.D., Detroit; Marcus R. Caro, 
M.D., Chicago; Lester P. Dodd, LL.B., Detroit; Richard Gorlin, M.D., Boston; 
Robert B. Greenblatt, M.D., Augusta; Saul B. Gusberg, M.D., New York City; 
Alexander B. Gutman, M.D., New York City; E. Richard Harrell, M.D., Ann 
Arbor; John R. Haserick, M.D., Cleveland; Clarence V. Hodges, M.D., Port- 
land; Norman F. Miller, M.D., Ann Arbor; John H. Moyer, M.D., Philadel- 
phia; and Mitchell J. Nechtow, M.D., Chicago. 


Thursday, September 283—Wm. Altemeier, M.D., Cincinnati; Wm. S. Der- 
rick, M.D., Houston; Cushman D. Haagensen, M.D., New York City; Law- 
rence C. Hampson, M.D., Quebec; Frank D. Lathrop, M.D., Boston; Gwilym 
S. Lodwick, M.D., Columbus; Lemuel C. McGee, M.D., Wilmington; Angus 
D. McLachlin, M.D., London; Hyrum R. Reichman, M.D., Salt Lake City; 
Bradley R. Straatsma, M.D., Los Angeles; and Homer H. Stryker, M.D., 


Kalamazoo. 


Friday, September 29—Ernest E. Aegerter, M.D., Philadelphia; Ivan C 
Berlien, M.D., Miami; J. Roswell Gallagher, M.D., Boston; Carl P. Huber, 
M.D., Indianapolis; Theodore A. Watters, M.D., New Orleans; and James 
L. Wilson, M.D., Ann Arbor. 





MSMS Dedication 
Colorful Event 


At right—As part of the deidcation program, Speaker of 
the House of Delegates J. J. Lightbody, M.D., Detroit, of- 
ficially accepted the building from the architect. 


a9 
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Above—The flag-raising cere- 
mony was impressive at the front 
of the building. The flag, given 
by Congressman Chamberlain, was 
raised by a National Guard unit. 


At right—MSMS President Ken- 
neth H. Johnson, during his ad- 
dress, announced AMEF checks to 
the two Michigan medical school 
deans, at right, Dean Gordon H. 
Scott of Wayne and Dean W. H. 
Hubbard of U-M 


ee. 


itt an 








At left—Relaxing after the dedication are William Jones, 
M.D., Menominee, chairman of the Big Look building 
committee, and Mrs. L. Fernald Foster, Detroit. Each 
contributed substantially to the furnishing of the building. 





Major speaker at the dedication was E. Vincent Askey, M.D., Mrs. Paul Ivkovich (left) of Reed City, president of the Woman's 


California, president of the American Medical Association. Auxiliary to MSMS, pins a dedication rose on visitors at the dedi- 


cation-open house. 


At left—Several past presidents 
of MSMS, chairmen of MSMS 
Council committees, and House of 
Delegates officials watched as the 
American flag was raised to begin 
the June 4 program. More than 
1,000 viewed the dedication pro- 
gram 





HIGHLIGHTS of The Council 
Meeting of April 19, I96I 


Seventy-three items were presented to The Council 
at its April meeting. Chief in importance were: 

@ Special meeting of House of Delegates held in Lans- 
ing, April 16: review was presented by J. J. 
Lightbody, M.D., of Detroit. The Council author- 
ized the implementation of the House of Delegates’ 
recommendations concerned with adequate and pro- 
per medical care of the aged; each Councilor was 
made responsible for implementation of the plan 
in his Councilor District to maintain a sustained 
program. The Council voted commendation to 
Speaker Lightbody and Vice Speaker H. F. Falls, 
M.D., of Ann Arbor for preparing and executing 
an excellent meeting. 

@ Progress report on new MSMS headquarters was 
presented by K. H. Johnson, M.D., of Lansing. 
(a) Occupancy of the new headquarters had been 
made by MSMS with final inspection by the Big 
Look Committee to be made before final accept- 
ance from the contractor and architect. (b) Land- 
scaping is going ahead, all plants have been in- 
stalled and grading will soon be completed so that 
the underground watering system can be piped. 
(c) The MSMS property at 606 Townsend in Lans- 
ing has been sold, with the transfer of property 
scheduled for May 11. (d) Plans for the June 4 
dedication were outlined in detail by President 
Johnson and approved. (e) The lobby furnishings 
were dedicated to Doctor W. S. Jones (Chairman 
of the Big Look Committee) and Mrs. Jones of 
Menominee, with thanks to them for their generous 
contribution of time, thought, and financial help 
towards the erection of the new building. 


@ Secretary D. Bruce Wiley, M.D., presented report 
of AMA on articles unfavorable to Medicine ap- 
pearing in national magazines. AMA Executive 
Vice President F. J. L. Blasingame, M.D., advised 
that there had been in operation at AMA head- 
quarters considerable staff activity on this prob- 
lem. “When unfavorable articles appear, protests 
generally are made face to face with the editors 
involved and also through letters signed by AMA 
officials.” He felt that an increase in the number of 
articles involving Medicine can be expected because 
of the present spotlight re financing health care of 
the aged. 

@ Report on successful 1961 Michigan Clinical Insti- 


848 


tute: registration totaled 2,626 including 1,450 
M.D.’s (190 more M.D.’s than at 1960 MCI). At- 
tendance at the eight Discussion Groups averaged 
36 per, higher than originally planned. 

G. B. Saltonstall, M.D., of Charlevoix was named 
General Chairman of the 1962 Michigan Clinical 
Institute’s Committee on Arrangements. 


@® American Medical Education Foundation checks to 


85 medical schools will not be sent direct this year 
but through state medical societies. The Council 
instructed that the checks to the U-M Medical 
School and to Wayne State University College of 
Medicine be presented as part of the June 4 new 
building dedication ceremony. 


@ Plans for 1961 Annual Session of House of Dele- 


gates, to be held September 24-25-26 at the Pant- 
lind Hotel, Grand Rapids, were presented by Speak- 
er Lightbody. A reception for Delegates and Al- 
ternate Delegates in the new MSMS headquarters 
building in East Lansing, immediately prior to the 
opening session of the House of Delegates, was auth- 
orized. 


® Constitutional Convention. The Council urged each 


Councilor to be a committee of one within each 
Councilor District to contact reputable citizens who 
might be willing to run for the office of delegate 
to Michigan’s Constitutional Convention, and _ re- 
quested that component societies support such wor- 
thy candidates. 


@ U-M Study of hospital and medical economics in 


Michigan. The Council requested Professor W. J. 
McNerney, Director of the Study, to furnish MSMS 
with a copy of the report simultaneous with its 
release to the Governor’s Commission May 14. 
Chairman Meier reported that Professor McNerney 
is scheduling three separate meetings with the Gov- 
ernor’s Commission after which the information 
will be made available to the public. The Educa- 
tional Liaison Committee was requested to imple- 
ment the recommendations of the Report by re- 
leasing the salient points of the McNerny Report 
to MSMS. 


®@ Medical Student’s Conference. Wm. Bromme, M.D., 


was authorized to prepare an agenda and recom- 
mendations for appointments to the committee to 
organize the 1962 Conference. 


@ Proposals to expedite meetings of The Council 


(which have been running eight to ten hours each), 


JMSMS 
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were authorized to be drawn up by a Committee The Council authorized President Elect Otto K. 
composed of The Council Chairman, President, Engelke, M.D. of Ann Arbor and Oscar D. Stryker, 
President Elect, Secretary and Speaker. M.D., of Mt. Clemens to be official MSMS repre- 

@ Public Relations report included up-to-date infor- sentatives; (c) Ontario Medical Association annual 
mation on (a) national and state legislation; (b) a meeting, Toronto, May 10. Secretary D. Bruce 
Careers Conference at Alma College, July 7-8 Wiley, M.D., was authorized to attend this meet- 
(which the members of the MSMS Committee on ing. 

Recruitment of Superior Medical Students were 

authorized to attend); (c) a conference on pre- In 1935, three out of every 1,000 Americans were ulcer 
paring Michigan’s Constitutional Convention; (d) victims. In 1960, 14 out of every 1,000 or 3 a ae 
> » i . . cans were victims, a 400 per cent increase. In that year, 

@ Matters of mutal, interest were discussed with 14, West had east the US. 12 milion workdays, 50 

. sais million dollars, and 10,000 deaths. 
Michigan Health Commissioner A. E. Huestis, M.D. 
The Council voted to support the Michigan Depart- 
ment of Health in gaining funds for care of tuber- P . 
cular patients on an out-patient basis at Howell Laboratory Sxaminations 
(about $35,000 in order to save nearly $1,000,000). 

@ The report of the Finance Committee of The Coun- e ° ° 
cil, meeting of April 19 was presented. This in- Tissue Diagnosis 
cluded: allocation of $200 as in the past, to each 
SAMA unit to assist delegates attending the na- 
tional SAMA convention in Chicago; (b) the alloca- 
tion of a $200 budget requested by Historian W. J. Autopsies 
Stapleton, Jr., M.D., of Detroit; (c) review and 
approval of 1960 financial picture of State Medical 
Journal Advertising Bureau. Basal Metabolism 

@ Appointments: (a) The Council authorized partici- Chemistry Protein Bound lodine 
pation in a School Health Workshop to be held 





Allergy Tests Hematology 


Papanicolaou Stain 


Bacteriolo 
” Pregnancy Tests 


at Eastern Michigan University, June 26 through Electrocardiograms —_ Urinalysis 
July 8, sponsored by the Michigan Tuberculosis 
Association; this Workshop offered an opportunity 
for MSMS to sponsor an exhibit, and to send a 
resource person to explain the objectives and pur- 


poses of MSMS; (b) Regional Workshop on Home CENTRAL LABORATORY 


Serology—Kahn and Wassermann 


Care Programs, Chicago, May 24-26, sponsored 
by the A.M.A., American Hospital Association, 
Blue Cross Association, Association of Blue Shield 
Plans, and Public Health Service, to provide infor- 
mation at the regional level on home care programs 
and to explore ways and means at the state level 
of assisting in the development of home care plans. 


Oliver W. Lohr, M.D., Director 
537 Millard Street 
Saginaw, Michigan 

PHONE: Pleasant 2-4100 
2-4109 











MICHIGAN MEDICAL MEETINGS AND CLINIC DAYS 


Sept. 24-25-26 MSMS House of Delegates Pantlind Hotel, 
Grand Rapids 

Sept. 27-28 Michigan State Medical Assistants Society Occidental Hotel, 
Muskegon 

Sept. 27-28 Woman’s Auxiliary to MSMS Pantlind Hotel, 
Grand Rapids 

Sept. 27-28-29 MSMS Annual Scientific Session Pantlind Hotel and 
Civic Center 


Grand Rapids 
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Rautrax-N lowers high blood pressure gently, gradually... 


protects 


against sharp fluctuations in the normal pressure swing. 


Rautrax-N offers all the advantages of Raudixin, 
Naturetin and potassium chloride in a single dosage 
form plus: increased efficacy — Combined action of 
Raudixin and Naturetin results in a potentiated anti- 
hypertensive effect greater than that produced by either 
drug alone. increased safety — Potentiated action per- 
mits lower dose of other antihypertensive agents, thus 
reducing severity of side effects. Protection against pos- 
sible potassium depletion. flexibility — Interchangeable 


> Rautrax-N’ 


with either Raudixin or Naturetin ¢ K. economy — Main- 
tenance dosage of only 1 or 2 tablets daily for most pa- 
tients. convenience — Once-a-day maintenance dosage. 
Two potencies available. 

Supply: Rautrazx-N — capsule-shaped tablets providing 50 
mg. Raudixin, 4 mg. Naturetin and 400 mg. potassium 
chloride. Rautraz-N Modified — capsule-shaped tablets pro- 
viding 50 mg. Raudixin, 2 mg. Naturetin and 400 mg. 
potassium chloride. 


SQUIBB , 
Squibb Quality % 
— the Priceless Ingredient 


ee 
For full information, 
see your Squibb 
Product Reference 

or Product Brief. 
—— 


Squibb Standardized Whole Root Rauwolfia Serpentina (Raudixin) 
and Bendroflumethiazide (*Naturetin) with Potassium Chloride 
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available in multiple units 


INCLUDES: 


furniture * drapes and carpeting 

© separate E.K.G. circuits ® shadowless incandescent 
lighting © tamper-proof narcotics safe ® intercom and 
background music system ® file cabinets 

* air conditioning ® incinerator ® built-in refrigerator 
* 43 built-in modular medical equipment cabinets 

* medicine pickup ® built-in pharmacy doors 

* safe lite and X-ray developing tank ® stainproof 
work tops ® built-in clothes hamper ® built-in scales 
* sterile technique lav fixtures with soap dispensers 

* built-in wastebaskets ® plus... 























... Just unlock the door and you’re ready to see your first patient! 


a Se Ge Ge Ge cD 
DESIGNED FOR DOCTORS, M 
BY DOCTORS MEBUCO, INC. 


1481 Middle Bellville Road, Mansfield, Ohio 
date 


- 
SUBSIDIARY OF MODERN BUILDINGS. INC 











Gentlemen: I am interested! 


- Send brochure. 


c 7 Have your representative 
call me for an appointment. 
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in the wide me region of pain 


of 


(Salts of Dihydrohydroxycodeinone and 
Homatropine, plus APC) 


TABLETS 


fills the gap 

between 
Biililemele-\ie-late 
potent parenteral 
analgesics 





— 


-s acts in 5-15 minutes 
= relief usually lasts 

cM ate] ¥ i ¢-Mrol am (olale [14 

s toleration excellent... 
foxe}at-34) ol-1elelaMee-la-1 

= sleep uninterrupted 
by pain 


AVERAGE ADULT DOSE 
1 tablet every 6 hours. 

WHEW ol Mar-lelbcacelduliale 
Federal law permits 

oral prescription. 


Also Available 

For greater 

flexibility in dosage — 
Percodan®-Demi: The complete 
Percodan formula, but with 

only half the amount of salts of 
rola elgelanzelgey.sZerere(-tLalelal-) 
Flare malelui-tene) el [alee 


Each Percodan* Tablet contains 
Cel Mulemmeeliancelcelanielges a zerelel-Tialel are 
HCl, 0.38 mg. dihydrohydroxy- ; 
codeinone terephthalate (warning: 
ir Wm olomar-leli oelauil lire) MOReisMuile B 
homatropine terephthalate, 

224 mg. acetylsalicylic acid, 

Le Maiteme-Cor-hce) olatctatch ele fame are! 

32 mg. caffeine. 


1. Blank, P., and Boas, H.: Improved 
analgesia for moderate pain, Ann. West. 
Med. & Surg. 6:376, 1952. 2. Bonica, J. J., 
et al.: The management of postpartum 
pain with dihydrohydroxycodeinone 
(Percodan): Evaluation with codeine and 
placebo, West. J. Surg. 65:84, 1957. 

3. Cass, L. J., and Frederick, W. S.: 

A controlled study in pain relief, M. Times 
84:1318, 1956. 4. Chasko, W., J.: Pain-free 
dental surgery: Postoperative extension 

of the pain-free state, J. District of 
Columbia Dent. Soc. 31:3, No. 5, 1956. 

5. Cozen, L.: Office Orthopedics, ed. 2, 
Philadelphia, Lea & Febiger, 1953, pp. 120, 
138, 145, 156, 234. 6. Nicolson, W. P:, Jr., 
and Skandalakis, J. E.: Control of postopera- 
tive pain, J.M.A. Georgia 46:471, 1957. 

7. Piper, C. E., and Nicklas, F. W.: Percodan 
for pain in industrial practice, Indust. Med. 
23:510, 1954; abstracted, Clin. Med. 3:1008, 1956, 
Current M. Digest 22:135, No. 3, 1955. 





Endo aN olom W \:10)-7 Ware) 1145 
Richmond Hill 18, New York 


*U:S. Pats. 2,628,185 and 2,907,768 


re gt ERAS 














Spokesmen Give Views 
At Blue Shield Meeting 


More than 300 midwest doctors of medicine and Blue Shield staff 
members met in Detroit recently to exchange information and ideas 
on ways to make prepayment work more effectively. The meeting 
was the Midwest Conference of Blue Shield Plans, May 27-28 at 
the Statler-Hilton. 

This conference covered Wisconsin, Michigan, Illinois, Indiana 
and Ohio officially. There were many other delegates from New 
York, Pennsylvania, New Jersey, Massachusetts, Montana and Iowa. 

Donald M. Sweeny, M.D., Detroit, MMS board member and 
secretary of the Wayne County Medical Society, presided at the 
opening session. G. Thomas McKean, M.D., president, Michigan 
Medical Service, outlined the basis of the conference. 

Madison Brown, M.D.,~Chicago, associate director of American 
Hospital Association, discussed the hospitals’ positions, program and 
problems in providing health care to the public. Jerome Pollack, 
Detroit, program consultant for UAW-CIO and MMS board mem 
ber, gave a talk on the socio-economic problems of medical care. 
Dan Reed, Lansing, legislative counsel of Michigan Farm Bureau, 
expressed many of the problems and wishes of the self employed 
from the standpoint of the Farm Bureau. Robert Ross, Detroit, 
manager of employee programs department, industrial relations staff, 
Ford Motor Company, stressed their willingness to work with all 
these groups in order to maintain the good health of employees. 

Nearly 400 attended the evening dinner where James B. Blodgett, 
M.D., Birmingham, MMS board member, introduced Edward Annis, 
M.D., of Miami, the speaker, who is a Michigan boy from Detroit, 
a graduate of the University of Detroit, and a member of their 
debating team which won collegiate honors. His primary theme was 
“medicine has a service to sell.”’ This service is continuously getting 
better, more extensive and more expensive. This will continue 
primarily because this service requires many assistants, employment 
of other people and pay for that employment. The doctor’s services 
also require increasingly complicated facilities which cost a great 
deal of time, effort and money to build. “This is modern medicine, 
getting better every day,” he stressed. 

On Sunday, May 28, Harold G. Pearce, Detroit, director of MMS 
enrollment, led off and discussed the enrollment problems, programs 
and plans. Sidney Adler, M.D., Detroit, chairman of the Wayne 
County Review and Arbitration Committee and MMS board mem 
ber, reported many of the studies and findings of his committee. 

Professor Walter J. McNerney, director, Program in Hospital 
Administration U of M and study director, Governor’s Study Com- 
mission on the Cost of Health Care in Michigan, gave a detailed 
discussion of many of the findings of the study. 
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Honorable Frank Blackford, Michigan Commissioner 
of Insurance, spoke about the place Blue Cross-Blue 
Shield has in furnishing health service to almost half 
the population of Michigan, their limitation to com- 
munity rating and their necessity to be solvent. He 
said he could not find very much to criticize in the 
administration and functioning. Primarily he thinks 
costs are going too high and the public is going to 
demand another method of securing health care unless 
these criticisms change. 

Bradley M. Harris, M.D., Ypsilanti, chairman, pro- 
fessional relations committee, MMS director, described 
the efforts and procedures of his committee in carry- 
ing through professional and public relations through- 
out the state, establishing various study and review 
committees to help with administering our Blue Shield 
program. Ernest Griffin, M.D., Flint, MMS _ board 
member, Sunday chairman, gave a short outline after 
conducting a quiz program allowing any one to ask 
questions of the panel members. 


Medical Profession Given Challenge 


New challenges to the medical profession are con- 
tained in the interim report of the Blue Shield Study 
Commission made at the recent Annual Conference of 
Blue Shield Plans. The Commission includes both 
representatives of AMA and the Blue Shield Plans. 

The Study Commission made these statements: 


‘Blue Shield is the best and perhaps the only mechanism 
by which the medical profession, acting jointly with other 
community agencies, can provide the American people with 
a permanently acceptable system of prepayment for physi- 
cian’s services. 

‘But Blue Shield—in this year, 1961—is the great un- 
finished business of American Medicine. 

“If Blue Shield is to fulfill its mission— 

“If it is to obviate—once and for all—the need for the 
public to turn to other mechanisms which promise to solve 
quantitative problems at the expense of qualitative per- 
formance— 

‘—If it is to preserve the scientific integrity of medical 
judgment and freedom of choice for both patient and 
physician— 

“Then Blue Shield must be strengthened—and the medical 
profession must assume its indispensable role of leadership 
in this task.” 


Blue Shield Grows 


Enrollment in the nationwide Blue Shield Plans sur- 
passed the 47,000,000-member mark at the end of 
1960. Membership in the 74 medical-surgical Plans 
reached 47,084,988 on December 31, 1960, repre- 
senting an enrollment of one out of every four Amer- 
icans and nearly 15 per cent of the total Canadian 
population. The net gain in membership for 1960 
amourted to 2,292,065. 
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Joins Blue Shield Family 


North Idaho District Medical Service Bureau has 
been accepted as an active member of the National 
Association of Blue Shield Plans. The Lewiston-based 
Plan, established in 1946, has approximately 30,000 
members enrolled. 


Blue Shield To Offer 
New Uniform Program 


Blue Shield Plans will soon offer an entirely new 
uniform program on a nationwide basis when a pro- 
posal adopted recently at the annual national meeting 
of the Blue Shield Association in Chicago is imple- 
mented. 

This new Blue Shield program, one of the most 
significant achievements in the history of Blue Shield, 
will equip the organization to compete with full ef- 
fectiveness for the first time in the enrollment of com- 
panies whose operations and employees are located 
across the nation. 


Midwest Area Tops Nation 
In Health Insurance Benefits 


The Health Insurance Institute reports that the 
Midwest was first in gain in actual dollar benefits in 
1960. 

The Midwest climbed from nearly $962 million to 
$1,034 million in benefits to show an increase of 
7.5 per cent for its 12 states of Illinois, Indiana, Iowa, 
Kansas, Michigan, Minnesota, Missouri, Nebraska, 
North Dakota, Ohio, South Dakota and Wisconsin. 

The total amount of health benefits paid by insur- 
ance companies in 1960 was more than $3.1 billion, 
a boost of 8 per cent over the $2.9 billion distributed 
the year before. 


Begin Indiana Building 

The Indiana State Medical Association broke ground 
recently at Indianapolis for a new headquarters build- 
ing. The cornerstone event will be October 24-26, with 
completion slated for March, 1962. The building will 
be white marble exterior, completely air conditioned, 
with office space and conference facilities. 


s* * * 


U. S. Census Bureau reports size of average American 
family increased between 1950 and 1959 from 3.54 persons 
to 3.66. Southern families, with 3.81 persons, were larger 
than those in any other region. 


* * * 


Health gets about 14 per cent of the charity dollar, a 
late survey shows. Religion gets 50 per cent, welfare 16 per 
cent, education 15 per cent and other causes about 5 per cent. 
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sedative- 
enhanced — 
gesia 


e More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.’ 
e More effective than a standard A.P.C. preparation for relief of moderate to severe pain.” 
Each PHENAPHEN capsule contains: Also available: 
Acetylsalicylic acid (2% gr.)...... 162mg. PHENAPHEN with CODEINE PHOSPHATE 
. YW GR. (16.2 mg.) Phenaphen No. 2 
Phenacetin (3 gr. 194 mg. 

es of , °° PHENAPHEN with CODEINE PHOSPHATE 
Phenobarbital COIN co cnsniviccacte _ mg. Ye GR. (32.4 mg.) Phenaphen No. 3 
Hyoscyamine sulfate .................. 0.031mg. PHENAPHEN with CODEINE PHOSPHATE 
—— ! ae i ye 1 GR. (64.8 mg.) Phenaphen No. 4 
MR TT NY St. J. Med. 63:1867, 1953.” «Bottles of 100 and 500 capsules. 


A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA 
Making today’s medicines with integrity...seeking tomorrow’s with persistence. 

















ACETAZOLAMIDE LEDERLE 


In edema of pregnancy 


DIAMOX achieves effective diuresis without inviting dehydra- 
tion. Comfortable 6- to 12-hour action provides daytime action — 
nighttime rest. Tablets of 250 mg. Parenteral, vials of 500 mg. 


Request complete information on indications, dosage, precautions and contraéndica- 
tions from your Lederle representative, or write to Medical Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pear! River, New York aE 
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As the greatest dental benefits of Sodium Fluoride are 
derived during infancy and early childhood: 

PEDIATRIC VITAMINS 

PLUS SODIUM FLUORIDE 


provide 
proper 
nutritional 


support 
plus 
prophylaxis 
against 


future 
dental 
caries 


FUNDAMENTAL VITAMINS PLUS SODIUM FLUORIDE 


Funda-Vite (F) 


PEDIATRIC DROPS 


Each 0.6 ml. provides, 400 U.S.P. units vitamin D, 30 mg. vitamin C and 
0.5 mg. fluorine (as sodium fluoride). Available in 30 ml. and 50 ml. 
bottles with calibrated droppers. 


MULTIPLE VITAMINS ve SODIUM rina 


NOTE: 

CONTINUE VITAMIN- 
& FLUORIDE SUPPLEMENTS 

DURING THE SUMMER 


E D ! AT ~ i - D +4 re) P Ss Daily administrations 


Each 0.6 ml. provides, 3,000 U.S.P. units _—— A, 400 U.S.P. units ¢ pee od 

vitamin D, 60 mg. vitamin C, 1 mg. vitamin B,, 1.2 mg. vitamin Be, prsrt sees ould be 

1 mg. vitamin By, 10 mg. niacinamide and 0.5 mg. fluorine (as sodium popes eso fal a ae pee 
fluoride). Available in 50 ml. bottles with calibrated droppers. if substantial dental benefits 


are to be anticipated. 
AVAILABLE ON PRESCRIPTION ONLY 
CONTRAINDICATED IN COMMUNITIES WITH FLUORIDATED DRINKING WATER. 
SAMPLES AND LITERATURE — Write Medical Department 
HOYT PHARMACEUTICAL CORP., NEWTON 58, MASSACHUSETTS 
PIONEERS IN PEDIATRIC VITAMIN-FLUORIDE SUPPLEMENTS 
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,.. time after time, Patrician “200” guarantees 


x-ray exposures exactly as you dial them 


In periodic patient follow-up, you really 
come to appreciate the meaning of ‘“True-to- 
Dial” accuracy with the G-E Patrician “200” 
combination. Film comparison is easier be- 
cause of guaranteed consistent x-ray output. 
Performance holds predictably from range 
to range even from one G-E unit to 
another! And with it you get so many more 
Patrician features: full-size 81” tilting table 

. independent tubestand . . . counterbal- 
anced, not counterpoised, fluoroscopic screen 
or spot-film device . . . radiation confined to 


screen area by automatic shutter limiting 


DIRECT FACTORY BRANCHES 


DETROIT 


18801 W. 7 Mile Rd. @ KEnwood 7-6300 


DULUTH 5. X. 


i St. e@ RAndolph 4-8648 


device... economy of purchase and operation. 
You can rent the Patrician. G-E Maxiserv- 
ice® plan provides an attractive alternative 
to outright purchase. Included, for a con- 
venient monthly fee, are installation, mainte- 
nance, parts, tubes, insurance, local taxes. 
Contact your G-E x-ray representative listed 
below for details. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


RESIDENT REPRESENTATIVES 
GREEN BAY 


J. J. VICTOR, 1242 S. Quincy St. ¢ HEmlock 5-5742 


JACKSON 
E. J. RHINEHART, 126 Birdsell St. @ STate 9-6662 


EAST GRAND RAPIDS 
TIPPING, 1044 Keneberry Way, S.E. e GLendale 2-5283 


FLINT 
R. A. RHINEHART, P.O. Box 436 @ CEdar 9-1888 
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kor the 


irritable 
(s. 1. tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 
Bottle of 50. 


Dosage: | tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 
Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


(WW) WALLACE LABORATORIES Cranbury, N. J. 








rk brand Ointment efits of hydrocortisone. | 


‘B.W. & Co.’ ‘Sporin’ Ointments 
rarely sensitize... 
give decisive bactericidal action 


for most every topical indication 


: 4 ha Broad-spectrum antibac- | — 
terial action—plus the 
soothing anti-inflam- 
matory, antipruritic ben- | 


— 


a 








The combined spectrum ¥® 
of three overlapping 
antibiotics will eradicate 
virtually all known top- 


ical bacteria. 


perme 4 9° A basic antibiotic com- 
—[——_” bination with proven 
{ effectiveness for the 
\ topical control of gram- _ 
SS pe cee 


brand Antibiotic Ointment 


brand Antibiotic Ointment positive and gram-nega- 
tive organisms. 


é 





eee 


PTT Pee ere a f 7 
Teme ‘ 
ini | 





Contents per Gm. 


‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 





‘Aerosporin’® brand 
Polymyxin B Sulfate 


Zinc Bacitracin 
Neomycin Sulfate 


Hydrocortisone 


10,000 Units 5,000 Units 5,000 Units 
500 Units 400 Units 400 Units 
_— 5 mg. 5 meg. 
- - 10 meg. 





Supplied: 


Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
Y, oz. and Y% oz. Y% oz. and %& oz. Y% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 





BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Living up to 
a family tradition 


There are probably certain medications which are 
pecial favorites of yours, medications in which 


Felicia im efeladlelelt-lamecelanale(-talers 


siCilans, «arough ever increasing recommen- New 
lavchVicum (e)ayoame(sdanlelatsidgshesie mm dal-i| amore) aiaie(-laler— GRIP-TIGHT CAP 
iniformity, potency and purity of Bayer for Children’s 


the world’s first aspirin Greater Protection 


like Bayer Aspirin, Bayer Aspirin for Chil- 
UF} iha’arere) ah age) iisiomm) (ome) dal>) al aalc].¢-) at-10] o)anl) c= 
n to such thorough quality controls as does 


his assures uniform excellence in both 


Bayer Aspirin. 


can depend on Bayer Aspirin for Children 
for it has been conscientiously formulated to be 
the best tasting aspirin ever made and to live up 
com dalcm of-h'-1anr-lanlih a ee-lelhalolamepm olde) aleliayemeat-malalsre 
aspirin the world has ever known 


Bayer Aspirin for Children— 114 grain flavored 
ets— Supplied in bottles of 50 


4} } U 


nples on Bayer 


fo) am @lalitela-sar 


THE BAYER COMPANY 
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Following determination p 
of basal secretion, uicer er 
intragastric pH was 


continuously determined 
by means of frequent 


readings over a 
two-hour period. 


Data based on pH measurements in 11 patients with peptic ulcer' 





4.9 4.9 4.9 





mw neutralization 


Reza | Is much 
en faster and 
twice 
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15 
Minutes 20 


m CREAMALIN Hh 


New proof in vivo! of the much greater efficacy of new Creamalin 
tablets over standard aluminum hydroxide has now been ob- 
tained. Results of comparative tests on patients with peptic ulcer, 
measured by an intragastric pH electrode, show that newCreamalin 
neutralizes acid from 40 to 65 per cent faster than the standard 
preparation. This neutralization (pH 3.5 or above) is maintained 
for approximately one hour longer. 


New Creamalin provides virtually the same effects as a liquid 
antacid? with the convenience of a tablet. 


Nonconstipating and pleasant-tasting, new Creamalin antacid 
tablets will not produce ‘‘acid rebound” or alkalosis. 


Each new Creamalin antacid tablet contains 320 mg. of specially 
processed, highly reactive, short polymer dried aluminum hy- 
droxide gel (stabilized with hexitol) with 75 mg. of magnesium 
hydroxide. Minute particles of the powder offer a vastly increased 
surface area for quicker and more complete acid neutralization. 


Dosage: Gastric hyperacidity — from 2 to 4 tablets as necessary. Peptic 

ulcer or gastritis — from 2 to 4 tablets every two to four hours. Tablets may 

be chewed, swallowed whole with water or milk, or allowed to dissolve 

in the mouth. How supplied: Botties of 50, 100, 200 and 1000. 

1. Data in the files of the Department of Medical Research, Winthrop 

Laboratories. 2. Hinkel, E. T., Jr.; Fisher, M. P., and Tainter, M. L.: J. Am. 
LABORATORIES Pharm. A. (Scient. Ed.) 48:384, July, 1959. 


New York 18, N. Y. for peptic ulcers gastritis = gastric hyperacidity 
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Clinically Proven 


in more than 750 published clinical studies 
and over six years of clinical use 


Outstandingly Safe 
and Effective 


for the tense and 
nervous patient 


simple dosage schedule relieves anxiety 
dependably — without the unknown dangers 
of ‘new and different’’ drugs 


does not produce ataxia, stimulate the 
appetite or alter sexual function 


no cumulative effects in long-term therapy 


does not produce depression, Parkinson-like 
symptoms, jaundice or agranulocytosis 


does not muddle the mind or affect 
normal behavior 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 


tablets; bottles of 50. Also as MEPROTABS*—400 mg. & 
unmarked, coated tablets; and in sustained-release ® 
capsules as MEPROSPAN®-400 and MEPROSPAN®-200 
(containing respectively 400 mg. and 200 mg. meprobamate). 


* TRADE-MARK meprobamate (Wallace) 


ay WALLACE LABORATORIES / Cranbury, N. J. 
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Architect: Cuthbert and Cuthbert. 
Builder : Robert C. Dargel. 








Roman in origin, progressive in equipment... 


Golden Circle Medical Center 
air-conditions with GAS 


Modern and ancient architecture 
are melded in Dearborn’s newest 
professional center, the Golden 
Circle. This bi-level, circular struc- 
ture of folded flat concrete slabs 
achieves a striking, golden hue with 
a facing of gold-colored glass and 
beige brick. 

Doctors’ and dentists’ suites, 
whose rooms have no square angles, 
are equipped with Gas air condition- 
ing units for patients’ 12-month 
comfort. The entire center is cooled 
and dehumidified in summer, then 
heated and moisturized in winter. 


And these dual units offer substantial 
annual fuel savings . . . free service 
calls and checkups . . . extremely 
long, trouble-free service. No other 
air conditioning system, the building’s 
planners learned, could give the cool- 
ing and heating benefits of Gas. 

And it can do the same for you. 
Don’t complete your new-building 
plans without first investigating 
low-cost, long-comfort Gas air con- 
ditioning. For complete details, call 
an Air Conditioning Specialist at 
the Michigan Consolidated Gas 
Company. 


So much more for so much less—GAS naturally 
MICHIGAN CONSOLIDATED GAS COMPANY 
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Dehewing 


“The experience to date with 
griseofulvin has been so promising 
for the management of Microsporum 
audouint, Trichophyton tonsurans 
and Trichophyton violaceum that it 
has become the treatment 
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of choice for these in- 

fect f tl Ip.” vicin 
TART WO 9 » 1 G26 

ections of the scalp. urvicin 
Supplied: Furvicin Tablets (scored), 500 mg., in bottles of 20 and ; 250 mg., ariscotatein 
in bottles of 30, 100 and 500. Reference: Sulzberger, M. B., et al.: Dermatology: 

Diagnosis and Treatment, ed. 2, Chicago, Year Book Publishers, 1961, p. 350. For 

complete details, consult latest Schering literature available from your Schering 

Representative or Medical Services Department, Schering Corporation, Bloomfield, N. J. 

SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 


Tinea capitis due to T. tonsurans cleared after 7 weeks of therapy with Futvicin. 


FROM WEINER, M. A.; GOULD, A. H., AND GANT, J. Q., JR.: GRISEOFULVIN IN RINGWORM INFECTIONS. SCIENTIFIC EXHIBIT 
PRESENTED AT A.M.A, CLINICAL MEETING, DECEMBER, 1960, WASHINGTON. D. C, 








Sleep is safe as well as sound with Doriden. Because 5 years of clinical experience have proved 
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THESE 231,000 
PEOPLE IN 
MICHIGAN NEED 
MEDICAL HELP 


Heart disease, cancer, mental illness — everyone knows 
the nation’s three major medical problems. Do you 
know that alcoholism ranks fourth? In the state of 
Michigan there are at least 231,000 alcoholics. These 
people need medical help. No one is in a better posi- 
tion to initiate and supervise a program of rehabilita- 
tion than the physician who enjoys the confidence of 
the patient or the patient’s family. 


ONE FOR THE ROAD BACK: 


LIBRIUM 


AN IMPORTANT AID iN’ THE TREATMENT AND 
REHABILITATION OF THE PROBLEM DRINKER 


During and after an acute alcoholic episode, Librium 
relieves anxiety, agitation and hyperactivity, induces 
restful sleep, stimulates appetite and helps to control 
withdrawal symptoms. The complications of chronic 
alcoholism, including hallucinations and delirium 
tremens, can often be alleviated with Librium. 


During the rehabilitation period, Librium makes the 
patient more accessible, strengthening the physician- 
patient relationship. Librium therapy helps to reduce 
the patient’s need for alcohol by affording a construc- 
tive approach to his underlying personality disorders. 


Consult literature and dosage information, available 
on request, before prescribing. 
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STH, 5-phenyl-3H-1,4-benzodiazepine 4-oxide hydrochloride 
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sculapius 
Haldrone is a potent synthetic corticosteroid with marked anti- 
inflammatory activity In steroid-responsive conditions, it pro- 
vides predictable anti-inflammatory effects with a minimum of 
untoward reactions. Gratifying response has been observed in 
patients transferred from other corticosteroids to Haldrone. There 
is relatively little adverse effect on electrolyte metabolism. With 
Haldrone, sodium retention is unlikely, psychic effects are mini- 
mal, and there appears to be freedom from muscle weakness and 
cramping. 
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Prednisone or prednisolone. . . 5 mg. 
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Although the incidence of significant side-effects is low, the usual 
contraindications to corticosteroid therapy apply to Haldrone. 
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Multiple Primary Lesions in the 


Head and Neck Areas 


Their Therapeutic Approach with 
Supervoltage Irradiation 


Ruth Guttmann, M., D. 
New York, New York 


Tue OCCURRENCE of multiple primary malignant tumors in one 
individual has always been of great interest to me, and when I found 
a considerable number of patients who presented themselves with 
more than one malignant lesion in the head and neck area, I thought 
it might be worthwhile to study these patients especially carefully. 
This study has been interesting from many points of view, and has 
brought out some of the special problems connected with the occur- 
rence of multiple primary lesions, among others the problem of their 
etiology, their early diagnosis and their treatment. 


Etiology 


In reviewing the charts of twenty patients who suffered from mul- 
tiple primary carcinomas in the head and neck area, | found that 
all of them could be subdivided into three groups. 

The first group refers to patients with precancerous lesions result- 
ing in the development of malignant tumors of the mouth. These 
patients had leukoplakic changes in the oral cavity and developed 
separate lesions which arose from these leukoplakic changes, either 
simultaneously or with intervals ranging from months to years. 

The second group deals with patients with various squamous cell 
carcinomas in non-adjacent parts of the oral cavity, for instance, in 
the right sublingual area and in the left anterior pillar of the fauces. 
This second patient group had lesions which were confined to the 
oral cavity, but which had started without visual evidence of pre- 
cancerous conditions. 

The third group consists of patients with various squamous cell 
carcinomas in widely separated areas; for instance, in the tonsillar 
fossa and in the esophagus. 

While the patients with leukoplakic changes did not give any 
pertinent history as to the origin of the leukoplakia, we found exces- 
sive use of tobacco or chronic alcoholism in the history of a majority 
of the other patients. 

I shall now discuss these three patient groups in some detail, with 
special reference to the diagnostic and therapeutic problems which 
were involved: 


Presented at the Annual Session of the Michigan State Medical Society, 
Detroit, September 28, 1960. 

From the Francis Delafield Hospital, Columbia University College of Phy- 
sicians and Surgeons, New York, New York. This work was supported in 
part by a grant from the National Cancer Institute of the National Institutes 
of Health, Public Health Service. 
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LESIONS OF THE HEAD 


Group I. Precancerous Lesions 


There were five patients having precancerous lesions 
with rather similar histories. | shall therefore describe 


the course and management of only one. 


Fig. 1 


The paticnt, a woman, aged sixty-nine, had undergone 
surgery for a squamous cell carcinoma of the left muco- 
buccal fold in 1950, four years prior to admission to our 
hospital. She remained well until 1953, when she had an 
extensive local recurrence in this area, which again was 
treated surgically, though conservatively, because of the 
presence of leukoplakia in surrounding areas. She remained 
well until the beginning of 1954, when an extensive recur- 
rence occurred and a second tumor was found in the palate 
together with widespread leukoplakia. She then was started 
on a course of radiotherapy with a 250 kv. unit. This treat- 


Fig. 2. 2000 kv., one 
port 8x10 cm 


ment, however, was interrupted, as it was decided to send 
the patient to our hospital for further evaluation and treat 
ment 

At the time of the first examination at the Francis Del 
field Hospital, it became evident that the patient suffered 
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from one recurrent and one new lesion of the oral cavity 
(Fig. 1). 

There was an area of leukoplakia on the left gum and 
an ulcer in the center of this area, which had been treated 
surgically before. In the muco-buccal area and in the palate, 
the mucosa was thick, red, elevated and showed whitish 
areas throughout. On the margin of the palate, there was 
an irregular ulceration, from which a biopsy had been taken 
recently and which showed squamous cell carcinoma. In 
the opinion of our pathologists, we dealt in this case as 
well as in the others of this group with two primary 
lesions, which is not a surprising diagnosis as leukoplakic 
changes are known to degenerate into malignant lesions in 
more than one place. This patient was in a bad situation. 
She suffered from widespread precancerous lesions some of 
which had changed to squamous cell carcinoma recently, 
others as long as four years previously, and for these the 
patient had been treated unsuccessfully by surgery. No 
lymph-node metastases had developed as yet. 

The question of further therapy arose. The only thing 
surgery had to offer was a most radical procedure with an 
uncertain prognosis. 





Fig. 3. 2000 kv., one port 


The radiotherapist was not in a much more enviable 
position. We had to take into consideration the previous, 
though small amount of irradiation which might allow us not 
to give a sufficient tumor dose and, most of all, the two 
surgical interventions which had changed the blood supply, 
thus making further therapy more difficult. Also we had to 
consider the necessity of treating not only the large areas 
of visible disease but also the areas of possible extension 
Considering these various factors which had impaired the 
tolerance of normal tissues to further irradiation, namely 
previous surgery, and the small amount of previous irradia- 
tion, and also considering the fact that with a last all-out 
attempt large dosages had to be delivered through large fields, 
we decided to treat the patient with supervoltage therapy 


First, a few words as to why we have chosen this 
mode of treatment for these patients and what super- 
voltage irradiation (any type of therapy with voltages 
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Fig. 4 


of or above 1 mv. volts), has to offer as compared to 


conventional therapy which ranges below 1 million 
volts and includes the best known machines of this 
type, the 250 roentgen ray units. 

To make the point of disillusionment first: Super- 
voltage therapy is no miracle weapon; the biological 
effect is essentially the same as with 250 kv. machines 
If, therefore, advantages with the use of these units 
can be expected, they have to be due to_ better 
physical qualities, qualities which are typical for this 
hard beam of radiation, and these superior physical 
qualities do indeed exist and they are responsible for 
the usefulness of the machines. These physical quali- 
ties are: better penetration, maximum ionization of 
the beam of irradiation (not on the surface directly, 
but 0.4 cm below) diminished scatter, and decreased 
absorption of radiation in bones and cartilage. All 
these different physical qualities result in better local 
and general tolerance to therapy which make it pos- 
sible to give a higher tumor dose with less damaging 
side effects. 

Due to the fact that the beam of supervoltage 
radiation has its maximum ionization below the skin, 
skin reactions are much less severe on the supervoltage 
units than on the conventional ones. As a matter of 
fact, they are practically no problem. 

The advantages, in short, are: better local tolerance 
due to less skin, mucous membrane, bone and car- 
tilage reactions, and less of a general reaction due 
to less scatter of this hard beam of radiation. In 
other words: a better therapeutic ratio has been 
achieved. 

To come back now to these special patients and 
the use of 2 mv. irradiation in their particular situation 
where we had to deliver a large tumor dose through 
large fields throughout areas where the blood supply 


was damaged by previous therapeutic procedures. 
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The best possibility to achieve our goal was with the 
use of a supervoltage unit. Due to the advantages 
of supervoltage irradiation, as described before, we 
knew that we would be able to deliver a large tumor 
dose, large enough possibly to control the disease 
without damaging healthy tissues beyond repair much 


less as with a conventional therapy unit. 


The patient was outlined to be treated with two million 
volt irradiation through one left lateral field 

It was our goal to deliver a dosage of 6000r to all of the 
tumor-bearing areas in the mouth. With that method, the 
skin of the left side was going to receive a dose of 6850r, 
the left gum, palate and left side of the tongue 6400r, the 
midline 6000r, and the right side of the mouth, where less 
of a dosage was desirable only 3600r, while the skin on 
the right side received 3000r. This dosage was delivered in 
six weeks, through a field 8x10 cm in diameter (Figs. 2 
and 3 

The treatments were tolerated well. During the third 
week, a mucositis developed, and the patient complained 
of soreness in her mouth; however, she was able to eat and 
maintained her weight during the treatment. Except for an 
erythema on the left side, there was no skin reaction present. 
The result of therapy was most satisfactory. The lesions 
healed and the mucous membranes looked normal after the 
mucositis had subsided. During the first year after therapy, 
the patient complained of dryness of the mouth. During 
the second year, the dryness subsided, and the patient felt 
well. Her skin appeared completely normal, the film of the 
mandible showed no changes, and, most important, there 


was no recurrence. Today, six years and nine months after 
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therapy, there is still no change in skin and bone. The 
mucous membranes have a moist glistening surface, and 


there is no evidence of disease (Figs. 4, 5 and 6). 


the management was. Management and diagnosis, 
however, were a problem in some of the patients of 
the second, but mostly of the third group. 


ze ' 
a. Tak 


Figs. 7, 8, 9 and 10 














Fig. 11 


With conventional 250 kv. therapy, the skin would 
not have tolerated this amount of radiation, there 
would have been telangiectasis and fibrosis, maybe 
even an ulceration. With comparable dosages and 
conventional therapy there might have been bone 
necrosis, a danger which is greatly decreased when 
supervoltage is used because the hard and more 
penetrating beam of supervoltage irradiation is less 
freely absorbed by bone and therefore will not give 
rise to bone necrosis so easily. 

The question of diagnosis was no problem here— 
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Fig. 12 


Group II. Squamous Cell Carcinoma— 
Non-Adjacent Parts of Oral Cavity 
As I mentioned before, most of the six patients 
belonging to the second group had the causative 
factor of the disease in common—namely, alcoholism 
or excessive smoking. 
The first patient of this group was a chronic alcoholic, 


who had consumed at least one quart of whiskey daily for 
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Fig. 13. 2000 kv., opposing ports Fig. 14. 2000 kv., two ports. 


9x11 cm. 


the last ten years. In 1953, he developed a lesion in the 
right floor of the mouth, which on biopsy proved to be 
squamous cell carcinoma. This lesion was treated at that 
time in another hospital with conventional external irradia- 
tion on a 250 kv. unit; a tumor dose of 2500r was delivered 
through multiple fields. The lesion was thought to be 
controlled after therapy. One and a half years later, however, 
the patient was referred to us with a recurrence in the 
original site and, in addition, with a new lesion in the left 
tonsillar fossa and base of the tongue and with neck node 
metastases. On biopsy, both lesions proved to be squamous 
cell carcinoma (Figs. 7, 8, 9 and 10). 


I want to emphasize that here again in the opinion of 
our pathologists, as in all other patients mentioned in this 
presentation, two primary lesions existed. The first thought 
was to ask the patient to submit to radical surgery. This 
recommendation was motivated by the failure of previous 
radiotherapy to control the primary tumor; however, with 
the extensive lesions and the large metastatic neck nodes, 
the procedure did not seem to promise results. In addition, 
the patient refused surgery. Irradiation was the only mode 
of treatment left, and these were the difficulties we had to 
deal with in this patient: Again a large area, practically 
the entire oral cavity had to be included in the field of 
irradiation, an even dosage had to be delivered to all the 
areas involved and that in spite of the fact that one of 
these lesions had been treated previously with irradiation. 

Again, as in the previous patient, and for the same 
reasons, we decided to treat the patient with 2 mv. irradia- 
tion, but in this case we had to approach the lesion through 
two opposing fields, as it was necessary to deliver a full 
dose of radiation through the entire oral cavity as the proved 
tumors were on the right and left side and to deliver a tumor 
dose of 6000r in six weeks’ time (Figs. 11 and 12). The 
treatments, though delivered through large fields, were tol- 
erated well. Mucositis and skin erythema developed, but 
only to a mild degree. The result of therapy was an 
excellent one, both lesions and the neck nodes disappeared 
under treatment. No late changes of skin, bone or mucous 
membranes have shown up (Figs. 13, 14 and 15). 

The patient did well for three years after completion of 
therapy, but developed more disease after that time and died 
eventually from his disease, four years after we had treated 
him. 


This patient represents an example for excellent 
palliation. After all, we did see him first with a 
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Fig. 16 


hopelessly advanced condition, which had been treated 
previously, and kept him comfortable for four years. 
Radical surgical procedures are often performed for 
shorter lasting periods of freedom from disease, and 
we were able to achieve this goal without the dis- 
comfort of a surgical procedure and without the 


mutilating effect of radical surgery. 


Another patient who belongs to this group has been 
treated only recently. He presented himself with the follow- 
ing history: He has been an alcoholic for many years and 
four years ago needed a laryngectomy for cancer of the left 
vocal cord which extended to the anterior commissure. He 
remained well until January, 1960, when at the time of a 
routine examination two lesions were found in the floor of 
the mouth, in the sublingual area. A biopsy of both showed 
squamous cell carcinoma (Fig. 16). 

No lympnodes could be palpated. When the question of 
a proper treatment approach was raised, the possibility of 
radical surgery was presented to the patient and was refused. 
He had had already one mutilating surgical procedure, he 
just had gotten used to his esophageal voice, and he was 
absolutely unwilling to undergo further surgery. We accepted 
him for super-voltage therapy and he was treated on the 
2 mv. unit through opposing fields with a total TD of 5000r. 
The patient tolerated the treatments without complaints, and 
did not show any evidence of disease at the end of his 
treatments. As mentioned before, the patient has been 
treated only recently, but so far he has been well without 
any evidence of disease for eight months (Figs. 17, 18 
and 19). 


873 





LESIONS OF THE HEAD AND NECK—GUTTMANN 


Fig. 17 


Group III. Squamous Cell Carcinoma in 
Widely Separated Areas 


Now we come to the third group of patients. They 
represent perhaps the most difficult problems in diag- 
nosis and management of two different primary lesions. 
Here the importance of a thorough follow-up becomes 
very obvious, as a good result of previous therapy 
may be nullified by the miss of the second primary 
as such. I have nine patients who seem to illustrate 
my point and | shall discuss two of these. 


The first patient was originally treated surgically for a 
squamous cell epithelioma of the nose. The lesion was 
widely excised, and plastic surgery was performed. Five years 
later, the patient developed a large mass of nodes in the 
neck. The nodes were thought to be metastatic from the 
squamous cell carcinoma of the nose which had been treated 
previously as described. As the patient did not have any 
complaints and was asymptomatic, a radical neck dissection 
was performed. Plastic surgery was later needed to repair 
the defect in this region. Two months later, the surgeon 
found another induration in the scar and then sent the 
patient to our hospital for further treatment. A thorough 
examination showed that the patient had an extensive carci- 
noma of the left side of the pharynx, involving the left 
tonsillar fossa and extending down below the level of the 
free margin of the epiglottis. Biopsies showed the lesions to 
be squamous cell carcinoma. 

Without doubt, the positive neck nodes had been due to 
the intraoral lesions, and the patient had lost precious time 
by the lack of a proper examination before the neck dissec- 
tion was performed. Early diagnosis of any malignant disease 
may improve the chances of a patient’s survival, and if it is 
possible to detect the presence of multiple lesions early, and 
to bring the patients to definitive therapy, their chances 
may improve too. For the extensive lesion of this patient, 
surgery was out of the question, and the patient was 
accepted for radiotherapy. Here the difficulty was to have 
to treat the patient aggressively over areas where the blood 
supply had been drastically changed by previous radical 
surgical procedures, including plastic surgery. 
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Fig. 19 


The patient was treated on the 2 mv. unit through 
opposing fields for a total TD of 5000r, which was delivered 
in six weeks. Three months after completion of treatment, 
there was no evidence of disease. Three years after therapy, 
the patient still feels well without evidence of local disease. 
We are reasonably certain that he will have a recurrence 
sooner or later, but again we know that excellent and long 
lasting palliation has been achieved in a case with hopelessly 
advanced disease, which occurred in a patient where radio- 
therapy was the only possible treatment approach, but where 
we had to overcome great difficulties because of the previous 
surgical procedures. 


The last patient belonging to this group was treated in 
our department for a carcinoma which arose in the left 
anterior tonsillar pillar, extending to the mucosa of the 
ascending ramus of the left side of the mandible with an 
ulceration at the base of the tongue. The treatment was 
carried out with supervoltage therapy, and the patient was 
treated through two opposing fields on the 2 mv. unit, and 
5000r were delivered in five weeks’ time. During therapy, 
the lesion regressed well, the patient had less difficulties in 
swallowing, less pain. However, seven months after com- 
pletion of therapy, the patient stated that she again experi- 
enced some difficulties in swallowing, but her examination 
at that time did not show any re-occurrence of the initial 
lesion. However, a barium swallow and examination of the 
esophagus showed a lesion in the midesophagus, measuring 
8 cm. in length. A biopsy of this lesion showed squamous 
cell carcinoma (Fig. 20). 


We started immediately a course of rotation therapy with 
another of our supervoltage unit, a Cobalt 60 unit. Again, 
during the course of therapy, the patient started to improve, 
and after completion of therapy, she was able to eat normally 
(Fig. 21). 


The patient stayed well for more than one year, when 
she developed a thrombophlebitis in her leg, which resulted 
in an infarct of the lung, of which she died, more than two 
year after she was first treated in our department. The 
patient died at home and we did not get an autopsy which 
might have given us important information as to the presence 
of residual disease. 
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Fig. 20 


Summary 


In summarizing, | would like to emphasize that this 
group of patients was not presented for any statistical 
purposes or for the discussion of the superiority of 
one treatment method over the other one. Most of 
these patients were not treated primarily by us, but 
were treatment failures and had to be retreated for 
recurring and new disease. The reasons which made 
me select this subject, and which, in my opinion, 
were worth mentioning and of importance, were 
different ones: They were: (1) to call attention to 


the not infrequent presence of two primary lesions 


in the head and neck area in one patient; (2) the 
possible significance of abundant consumption of alco- 
hol or the excessive use of tobacco in connection with 
the origin of the lesions; (3) the necessity of most 
careful and thorough examination of the patient, re- 
gardless of the fact that he may be asymptomatic at 
that time, and the need to follow complaints of the 
patient very closely and to look for an explanation 
of symptoms even if they can be partly explained 
by the prev.ous history; (4) the consideration of the 
best treatment approach under these circumstances, 
in these patients who develop carcinomas on top of 
precancerous lesions, or patients who have a history 
of alcoholism or excessive smoking. 

As these conditions seem to tend to give rise to 
more than one neoplasm, it would be reasonable to 
look at such patients with this thought in mind and 
to plan the therapy approach accordingly, especially 
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Fig. 21 


when we keep in mind that the first treatment ap- 
proach is always the most important one, and the 
second therapist, whether surgeon or radiotherapist, 
cannot achieve the same beneficial result as the one 
who treats the patient first. Such patients might 
benefit more from well-planned and carried-out radical 
radiotherapy than from radical surgery. The most 
radical surgical procedure often cannot be radical 
enough to prevent the occurrence of other cancerous 
growths and yet will leave the patient mutilated in 
more than one respect, often unable to make a living, 
often even unable to continue to live at home. 

I have tried to demonstrate that radiotherapy, 
especially supervoltage radiotherapy, in some of these 
hopeless recurrent cases, has been able to control 
the disease for shorter and longer times, for more 
than six years in one of our patients, in others for 
four to five years. But even in the instances when 
patients were comfortable and without evidence of 
disease for only two or three years, this must be 
considered to be excellent palliation, as after therapy 
the patient was not only alive and comfortable, but 
also able to live a normal life and to continue in his 
job. 

I like to stress that we, who work in a cancer 
hospital, have learned that while a five-year survival 
remains our goal, one cannot measure success only 
in statistics which show such five-year survivals, as 
excellent palliation for many months and years may 
bring gains to the patient which cannot be measured 
in the cold figures of survival time alone. 





Treatment of Peptic Ulcer 


Peptic ULCER—a chronic, recurrent, essentially 
nonfatal but nonetheless potentially disabling condition 
—is said to affect about 10 per cent of the population 
in the United States. Untold man-hours of suffering 
and of absence from work, not infrequently involving 
key personnel in executive positions, are attributable 
to peptic ulcer. Although uncomplicated peptic ulcer 
is not a serious ailment, the complications are some- 
times hazardous and life-threatening. In view of these 
considerations, it is surprising that the medical therapy 
of peptic ulcer has been somewhat haphazard and 
casual at times. 

Although the term “peptic ulcer” is a convenience, 
it fails to specify the location of the ulcerative process, 
and clearly implies benignity of the lesion. For these 
reasons and because of the possibility that the ulcerat- 
ing gastric lesion is actually malignant, clinicians usu- 
ally prefer to consider ulcers of duodenum and of 
stomach separately. 


Duodenal Ulcer 


General Considerations —Each patient with chronic 
duodenal ulcer represents a therapeutic challenge to 
the conscientious physician, an opportunity to try one’s 
hand in a game with low entry fee but with great 
potential benefit for the patient and real satisfaction 
for the practitioner. 

Although effective therapy for duodenal ulcer is 
not difficult to devise and can be standardized to some 
extent, such therapy also must be individualized, for 
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no two patients or their life situations are identical. 
The chief contributing factor in one case may be 
the frustration of a nagging wife or mother-in-law 
in the home. whereas for another person irregular 
hours of eating and long hours of work under tension, 
combined with fifteen cups of coffee during the day, 
may be his undoing. 

Of the various observations bearing on etiology and 
pathogenesis of duodenal ulcer, three with practical 
implications stand out. First, the tendency to duo- 
denal ulcer seems to be inherited in most instances. 
This observation admittedly explains little but it does 
serve to emphasize the importance of interval therapy, 
designed to ward off recurrences. Second, acute ex- 
acerbations of duodenal ulcer occur most often under 
conditions of stress—emotional, physical, or both. 
Third, whatever other factors make for active 
duodenal ulceration, free hydrochloric acid elabo- 
rated by the gastric mucosa is an essential link in 
the chain. 


Essentials of Successful Medical Therapy—The 
patient’s full cooperation and understanding are of the 
utmost importance. With these ingredients success 
is practically assured; without them, medical therapy 
is often doomed to failure. There is no substitute 
for good rapport between patient and doctor. Most 
ulcer patients aporeciate the physician who takes 
time to share with them something of his knowledge 
and experience pertaining to the natural history and 
management of chronic duodenal ulcer. To be in- 
formed that the lesion is not malignant nor likely 
to become so usually is reassuring; many patients seem 
to have entertained this fear. 

Willingness to Modify Habits.—Generally it is of 
definite advantage to the ulcer patient to effect cer- 
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tain changes in his mode of living, forsaking all that 
contributes to a harried existence, and in addition 
foregoing alcohol, caffeine, spices, and tobacco— 
those minor indulgences which his friends seem able 
to enjoy without particular harm. Regularity with re- 
gard to habits of eating and sleeping is most helpful. 
Learning to say “No” is difficult for many, but is a 
real asset. 


Rest.—Every physician knows at least one patient 
who can heal his duodenal ulcer by taking off on a 
fishing trip. The efficacy of mental and physical rest 
is doubtless one factor which contributes to the strik- 
ing effect of a strict medical regimen for ulcer carried 
out with the patient in the hospital. 


Control of the Acid Factor—The dictum, “No 
acid, no ulcer,” has stood the test of time. The cor- 
nerstone of the medical program for peptic ulcer is 
effective control of hyperacidity. The present-day 
antacids, if not ideal, are clinically effective and also 
relatively inexpensive. Most are compounded of 
aluminum hydroxide and magnesium trisilicate or 
hydroxide. Exchange resins and other acid-neutraliz- 
ers have not proved to be any more advantageous 
than the more conventional antacids. Long-term use 
of absorbable antacids is to be avoided, of course 
Antichlorinergics, designed to reduce hydrochloric 
acid output and pyloroduodenal spasm, are rational 
and helpful adjuncts.® 


Concept of an Ulcer Program.—We physicians 
may be partly responsible for the fact that most 
ulcer patients tend to equate diet with medical ther- 
apy. Avoidance of gastric irritants and potent acid 
secretagogues in the diet is important, of course; but 
many with peptic ulcer need to understand that re- 
duction of tension factors, adequate rest, and effec- 
tive control of hydrochloric acid are probably just 
as important. Experience has taught the wisdom of 
stressing to patients the concept that the medical 
treatment of ulcer is a program, one that should be 


followed, in greater or lesser degree, indefinitely. 


Regimen for Active Duodenal Ulcer—NMost_ pa- 
tients with uncomplicated active duodenal ulcer can be 


treated satisfactorily on an outpatient basis, although 


a brief period of hospitalization often is helpful 
initially. Having the opportunity to rest in the hos- 


pital and to experience a strict ulcer regimen usually 
serves to orient the patient more effectively than if 
he is only told what is advisable in regard to ulcer 
therapy. 
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Rest and Sedation——During the active phase, pa- 
tients do better to spend much of the day resting in 
bed, away from telephone, business cares, visitors, and 
other sources of tension. Sometimes they are loathe 
to accept the idea that vegetating will promote earlier 
healing of the ulcer. Now is the time for Pickwick 
Papers or The Caine Mutiny or some equally absorb- 
ing book. Small doses of some sedative—for example, 
one-half grain of phenobarbital four times daily— 
facilitate emotional and physical rest. Ordinarily tran- 
quilizing agents are not necessary. As the pain sub- 
sides, the patient can resume activity gradually, al- 
though it is well to point out to patients that the ulcer 
will not have healed over completely for a week or 
more after the pain has subsided. Delaying return to 
work for a week or two is usually worth while. 


Diet—There is no one road to success diet-wise. 
The conventional strict ulcer regimen begins with 
hourly feedings of 3 or 4 ounces of whole milk or 
equal parts of milk and cream taken throughout the 
day, and sometimes to advantage several times during 
the night as well. Few with uncomplicated duodenal 
ulcer need remain longer than a day or so on such a 
strict diet; soft, bland foods, such as creamed soups, 
puddings, mashed potatoes, and the flesh of chicken 
and fish or lean beef, can be added rather quickly, as 
tolerated. Recent study of responses in the dog sug- 
gests that some revision of our dietary concepts in the 
treatment of peptic ulcer may be forthcoming one 
day.’ Interestingly, of the foods tested, haddock was 
the most potent in stimulating acid formation, where- 
as fruits were among the least acid-provoking; milk 
was moderately secretagogic, an observation difficult 


to reconcile with clinical experience. 


Antacid.—The liquid form of any of the non- 
absorbable antacids is slightly more effective than the 
tablet form. When the ulcer is active, one half to 
one tablespoonful of such a preparation is taken each 
hour throughout the day. A satisfactory plan initially 
is milk feedings on the hour, and antacid hourly on 
the half hour. Patients sometimes indicate that at the 
outset the details of such a program are confusing, in 
which case it may be pointed out that the main ob- 
jective is to put milk, antacid, or bland food into the 
stomach every half hour or so all day long. Hospital- 
ization for institution of a strict ulcer regimen is at- 
tended by less confusion or misunderstanding about 
details of the ulcer program, although the observations 
of Roth and Berger indicate that, even in the hos- 
pital, patients with peptic ulcer may take less than 
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half the amount of antacid prescribed, for reasons not 
entirely clear. 


Anticholinergic Medication —Although it probably 
is not possible to effect achlorhydria through the en- 
tire twenty-four hours by means of anticholinergics in 
doses tolerated, these drugs do interfere to some ex- 
tent with secretion of hydrochloric acid by the gastric 
mucosa and also inhibit gastrointestinal motility. Most 
patients with duodenal ulcer seem to benefit from ad- 
dition of some preparation such as propantheline 
(pro-banthine) bromide to their program, in a dosage 
of 15 mg. four times daily by mouth. 


The Liberal Ulcer, or Interval, Program.—Like the 
proverbial hen’s tooth is the ulcer patient who has 
grasped the concept of interval ulcer therapy; but it 
would be a naive and unwarranted assumption that 
such had never been outlined for the others. At times 
in the past it has been both surprising and disappoint- 
ing to have patients inquire how long they were to 
remain on the liberal ulcer program, when it had been 
explained carefully only a month or two previously 
that they were to stay on the program permanently, 
or until such time as an actual or anticipated return 
of ulcer pain necessitated reversion to a more strict 
program. 


Evidently this is a concept which is quite difficult 


for many with ulcer to understand and to accept. It 


is helpful to emphasize the goal of control rather than 
cure of peptic ulcer, likening the condition to other 
chronic afflictions, such as pernicious anemia, tuber- 
culosis, or chronic ulcerative colitis, and stressing the 
apparently inborn and lifelong tendency toward recur 
rent ulceration. Patients who appreciate the advan 
tages of staying on a liberal ulcer regimen and who 
conscientiously follow through with it do seem to 
benefit, in general, by having fewer recurrences and 
complications of ulcer. Some patients understand but 
are unwilling to make more than token modifications 
in their living habits; and when ulcer pain recurs, the 
antiulcer measures employed are often too sparing, 
an ineffectual response to the problem which might 
be categorized as the “barn-door phenomenon.” 

As the ulcer distress subsides, the patient gradually 
can resume a more normal existence. As his activity 
is increased, the diet is liberalized also; only spiced, 
greasy, and otherwise indigestible foods are omitted. 
Alcohol, caffeine, and tobacco should be totally and 
permanently avoided, however. It is enough ordi- 
narily to take antacid 1 to 114 hours before meals 
and the same period after, and at bedtime; but this 
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practice should be continued indefinitely. Most pa- 
tients during the symptom-free intervals of months or 
years do not require sedative or anticholinergic medi- 
cations except at infrequent and special times. 

It is advisable for some patients, particularly those 
who have experienced regular seasonal recurrences of 
active ulcer, to revert to the more strict ulcer regimen 
a few weeks prior to the anticipated flares. Such 
prophylaxis seems to work well for many. 


Management of Ulcer Complications — 

Hemorrhage.—Although some patients with peptic 
ulcer never do develop complications, others are less 
fortunate. Approximately 40 per cent of those with 
duodenal ulcers in my own practice have experienced 
one or more episodes of hemorrhage; in perhaps 10 
per cent bleeding has been the initial symptom. An 
episode of hemorrhage does not per se necessitate 
operation unless it is massive or prolonged. It is 
usually preferable to hospitalize the actively bleeding 
patient for management, however. Adequate and early 
replacement of blood by transfusion is generally ac- 
knowledged to be the most significant development in 
recent years in managing the bleeding ulcer patient 
successfully. Another factor which seems to be of 
real importance is adequate sedation; 2 or 3 grains of 
phenobarbital sodium (luminal sodium) given hypo- 
dermically every three to six hours is satisfactory for 
most patients. Nausea and vomiting are best man- 
aged by constant suction via an indwelling gastric 
tube, which also serves to introduce a half ounce of 
antacid hourly. In addition, intravenous fluids cal- 
culated to replace losses of water and electrolytes 
should be given. 

If bleeding continues after the first eighteen to 
twenty-four hours in the hospital, operation should 
not be delayed, unless the patient’s physical condition 
otherwise precludes it. The patient with actively 
bleeding peptic ulcer is best managed by physicians 
and surgeons as a team from the time he is hos- 
pitalized. In this way subtle changes in the patient’s 
condition during these critical first twelve to twenty- 
four hours are appreciated best. The surgical pro- 
cedure of choice depends on the clinical condition and 
age of the patient, as well as the situation encountered 
at operation. When bleeding is profuse, most surgeons 
elect only to tie off the bleeding vessel and oversew the 
area rather than to add to the duration and risk of 
the procedure by performing subtotal gastrectomy or 
even gastrojejunostomy at that critical time. This de- 
cision, of course, is a matter of surgical judgment. 

Gastric resection is not indicated for the relatively 
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young patient with a history of brief melena on one 
occasion (or even two) unless adequate, conscientious 
trial of a good medical program has proved truly in- 
effectual. 


Obstruction.—Pyloroduodenal obstruction is a com- 
mon complication of duodenal ulcer. The cardinal 
sign of significant obstruction is retention-type vomit- 
ing. Ordinarily when there is a history of emesis 
containing food remnants from the previous day, 
operative intervention will be required in the near 
future. Such obstruction usually results from cicatri- 
cial narrowing of the duodenum, with spasm and 
edema of the duodenum and pylorus superimposed. 
If the patient is seen during the first such obstructive 
episode, almost always with strict ulcer management 
the spasm and edema will subside in a few days, so 
that the obstruction relents. Aspirations of the stomach 
morning and evening then no longer return the 300 to 
500 ml. of retained fluid originally obtained each time. 
Although at this juncture the patient may elect to 
continue with a medical regimen, and although gastric 
resection cannot be urged, for most such patients the 
handwriting is on the wall, so to speak—most will 
come to operation within a year or so. 

Attention must be given to replacement of water 
and electrolyte losses resulting from continued vomit- 
ing and gastric aspirations. Patients with high-grade 
obstruction may require several days of preoperative 
preparation including daily intravenous administration 
of 3 to 6 liters of fluid, with special regard for res- 
toration of potassium and chloride. Urinary output 
and daily determinations of serum potassium and 
plasma chloride values are useful guideposts during 
this period of preoperative care. 


Intractability—In discussions of the intractable 
ulcer, one frequently hears the comment that there is 
no such condition—that it is the patient who is in- 
tractable! Often it seems that this is true, although 
one does encounter an occasional patient who has fol 
lowed a strict medical regimen conscientiously with- 
out being able to control the ulcer. Sometimes over 
a period of years there is a gradual increase in the 
frequency and duration of exacerbations until pain is 
present most of the time, signifying penetration of the 
ulcer into the surrounding structures. From the prac- 
tical standpoint, whether the recalcitrant is the patient 
or the ulcer, the end result is the same: lack of suc- 
cess with medical measures. In such cases subtotal 
gastrectomy is usually the advisable course. 

Sometimes it is necessary to treat penetrating duo- 
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denal ulcer despite the presence of other serious or- 
ganic disease, such as severe coronary sclerosis, brain 
tumor, disorders of blood coagulation, and so on, 
which tends’ to make the risk of operative intervention 
prohibitive. If in such cases thorough trial of the 
more conventional strict ulcer program proves inade- 
quate, roentgen therapy can be a most helpful ad- 
junct.? Radiation directed to the stomach apparently 
can effect at least temporary achlorhydria in many 
persons so treated and has induced gratifying remis- 
sions of ulcer in some of our own poor-risk patients 


so treated. 


Perforation.—The dramatic occurrence of free per- 
foration of an ulcer necessitates admission to the hos- 
pital as an emergency. Perforation in almost all in- 
stances is treated by prompt surgical closure. The 
severe pain, rigid abdominal wall, and demonstration 
of free air in the abdominal cavity leave little doubt 
concerning the diagnosis. 

Some® have treated perforated duodenal ulcer suc- 
cessfully by nonsurgical means. However, the technic 
of constant gastric suction necessitates continuous 
(around-the-clock) supervision of the tube by one of 
a team of dedicated and experienced physicians. This 
method of treatment has not received wide acceptance. 


The Ulcerating Gastric Lesion 


> 


The term “gastric ulcer” is so firmly entrenched 
that there appears little likelihood of replacing it with 
one which seems preferable clinically—“ulcerating 


gastric lesion.” “Gastric ulcer” implies benignity, 


whereas “ulcerating gastric lesion” is unprejudicial in 
this regard. The physician faced with the problem of 
advising therapy for the patient who has been found 
on roentgenologic study to have an ulcerating gastric 


lesion realizes that in large series of such cases 90 
per cent of the lesions'* are not malignant. The 
problem, however, is to decide about the nature of the 
lesion in this particular patient. 

The most certain identification of the ulcerating 
gastric lesion is afforded by removal and histologic 
study. However, subtotal gastrectomy, although ex- 
cellent treatment for benign gastric ulcer, carries a 
mortality of at least 1.5 per cent. How accurately 
can the clinician differentiate benign and malignant 
ulcerating lesions of the stomach today? No simple 
answer can be given, because the diagnostic accuracy 
depends on many factors, variables which must be 
evaluated for each patient. Such factors as the skill 
and interest of the physician and his knowledge of the 
problem; the patient’s cooperativeness, understanding, 
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and financial resources; the availability of important 
technical helps, such as skilled roentgenologic exam- 
ination, gastroscopy, gastric cytologic study, and gas- 
tric analysis—all enter into the decision about medical 


versus surgical treatment in the individual case. 
The help which the special laboratory procedures 
can provide is largely dependent on the care with 


which they are conducted, as well as the experience 
and technical skill of those charged with their per- 
formance. Gastroscopy has been of only limited value 
in this difficult decision about benignancy versus 
malignancy. The relatively new technic of exfoliative 
gastric cytology in experienced hands has been help- 
ful, both in a positive way and negatively.° However, 
none of these procedures can be relied upon exclusive 
ly or trusted implicitly. 

In many cases the decision for surgical intervention 
is not difficult. There is general agreement that opera- 
tion is indicated when any of the clinical evidence 
suggests malignancy. When all signs point to benign 
gastric ulcer and when the patient elects this course, a 
brief, closely observed trial of a strict medical pro- 
gram is justifiable.*** Such treatment is best con- 
ducted with the patient in the hospital and for a 
limited period of two to four weeks. If repeat roent- 
genologic examinations show satisfactory progression 
to healing and—after the patient’s discharge from the 
hospital—continued absence of the lesion over the 
next year, the asymptomatic patient no longer need 
be observed. In such cases the importance of roent- 
genologic studies of the stomach every 2 to 3 months 
during the first year cannot be overemphasized, since 
ulcerating malignancy occasionally will appear to re- 
spond initially to medical therapy. 

It is apparent that the choice of therapy for the 
ulcerating gastric lesion must be weighed carefully for 
each individual patient. Considering all available evi- 
dence in each case, my associates and I have advised 
operative intervention for 60 to 70 per cent of patients 
with ulcerating gastric lesions in recent years. Some 
10 per cent of these lesions have proved to be malig 


nant. 


Concluding Remarks 


The vast majority of patients with uncomplicated 
chronic duodenal ulcer are able to get along well on 
medical measures aimed at control of gastric acidity. 
Such a medical program embraces adequate rest and 
reduction of emotional tension, a bland diet, frequent 
and regular use of a nonabsorable antacid, and anti- 
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cholinergic medication. The importance of continuing 
a liberal ulcer regimen during the symptom-free in- 
tervals between recurrences of active ulceration has 
been inadequately appreciated by many patients. The 
wise ulcer patient avoids totally and permanently the 
use of alcohol, caffeine, and tobacco. 

The complications of duodenal ulcer usually neces- 
sitate surgical intervention sooner or later. Subtotal 
gastrectomy is still the operation performed most often 
for duodenal ulcer, except in the emergency situations 
of massive hemorrhage and free perforation. Roentgen 
therapy to induce gastric achlorhydria is a useful ad- 
junct in the seriously ill patient with penetrating 
duodenal ulcer which has not responded to more con- 
ventional medical measures. 

The ulcerating gastric lesion is a separate problem 
because of the possibility of malignancy. Choice of 
therapy is a highly individual matter, influenced by a 
number of variables. If thorough clinical study dis- 
closes no evidence to suggest the presence of malig- 
nancy, a so-called medical therapeutic trial of two to 
four weeks in the hospital is justified, although many 
such patients do not get along well for long on med- 
ical therapy and eventually, if not early, will elect to 
proceed with surgical exploration and subtotal gas- 
trectomy, results of which are generally very satisfac- 
tory. 
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Management of Diverticulitis 
Of the Colon 


Durinc the past twenty years, profound changes 


have occurred in the medical and surgical manage- 
ment of problems relating to diverticulitis of the colon. 
In comparison to some other diseases of the gastro- 
intestinal tract, there seems to have been an inex- 
plicable lag in the application of modern medical 
measures to the relief of this particular disease; and 
it is only relatively recently that contemporary con- 
cepts and techniques have provided definitive therapy. 
Those factors which might be considered to have 
favored this more effective approach to the problems 
of diverticultis include the increasing frequency of 
the disease in an aging population, a better under- 
standing of its natural history, a clearer appreciation 
of the severity of its complications, and finally a very 
definite improvement in the surgical handling and 
operative mortality over the past ten to fifteen years. 


These factors will be considered in further detail. 


Illustrative Cases 


Case 1.—Twenty-three years ago, J.M., a physician, was 
admitted to the Massachusetts General Hospital with acute 
lower abdominal pain, dysuria, midline mass, fever, and leuco- 
cytosis. He was only forty years old, and at the time had a 
six-year history of recurrent attacks of acute diverticulitis, sev- 
eral times demonstrated by x-ray. In spite of a febrile course 
and partial intestinal obstruction, he was treated expectantly. 
On the fourth hospital day a small abscess in the left lower 
quadrant was drained, and on the tenth day, because of 
persistent obstruction, a cecostomy was performed. This 
proved ineffectual in decompressing the intestine, and on the 
twenty-third day, a transverse colostomy was established. 
Subsequently, he improved rapidly and returned home after 
ten weeks of hospitalization. Prior to discharge a barium 
enema was done and numerous diverticula were found in 
the descending and sigmoid colon, with marked spasm and 
irregularity at the midpoint of the latter. No barium was 
noted to extravasate extraluminally, and it was felt that no 
gross cavity or fistula to urinary bladder existed. 

Six months later, after having returned to work and hav- 
ing been free of bowel complaints, he returned to the hos- 
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pital where, following a preliminary barium x-ray (which 
showed only a few diverticula and complete absence of 
spasm in the bowel), his colostomy was closed, re-establish- 
ing normal intestinal continuity. 

Then followed a six-year interval during which he remained 
on a strict medical regime and was able to practice medicine. 
However, in 1943 an acute bout of abdominal pain resulted 
in his return to the hospital where the transverse colostomy 
was re-established. X-rays of the colon again demonstrated 
many diverticula and severe spasm in the mid-sigmoid. The 
colostomy functioned well and he was discharged symptom- 
free. Some months later he unfortunately met a traumatic 
accidental death. 


Case 2.—L. McK., a thirty-five-year-old fireman, entered 
the same hospital in May 1960. He emphasized that his 
bowel habits had always been perfectly regular all his life. 
At age twenty-eight, he had had an appendectomy. On 
the morning of entry, while at work and some hours follow- 
ing a normal bowel movement, he noted the sudden onset 
of lower abdominal pain, necessitating hospitalization. Physi- 
cal examination and laboratory studies were consistent with 
an inflammatory process in the left lower quadrant, and 
his condition warranted conservative observation. Three 
days later a mass could be felt in the left mid-abdomen, 
and later a carefully administered barium enema revealed 
moderate spasm of the sigmoid colon and only a few 
diverticula. One of these in the upper sigmoid had per- 
forated and barium was found to have extravasated into a 
localized abscess cavity. After twelve days of hospitaliza- 
tion the mass could no longer be felt, the patient was asymp- 
tomatic, and he was discharged on a medical regime. At 
the age of thirty-five, with regular bowel habits, and only 
a few diverticula, it was believed that medical management 
was indicated. Even though a perforation had occurred, the 
resulting abscess had satisfactorily resolved 
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However, on the day following his return home, and again 
after a normal bowel movement, abdominal pain again was 
noted, and on admission, a mass could again be felt. One 
week of hospitalization resulted in the disappearance of all 
symptoms and the mass. At discharge on this occasion, 


Fig. 1. (Left) (Case 2, L. McK 


recognition of diverticulosis and diverticulitis in an 
aging population. While the exact incidence of the 
disease is impossible to determine from hospital rec- 


ords, it is usually assumed that diverticula are present 


aged thirty-five) Barium enema taken prior 


to surgery reveals many left colon diverticula, spasm, and a perforation medial 


to the upper sigmoid. Fig. 2. (Right 


(Case 2) Barium study following one- 


stage colectomy showing the shortened colon and anastomosis between splenic 


flexure and the lower sigmoid 


however, arrangements were made for re-admission in three 
months, with the hope that a primary resection and anas- 
tomosis of the left colon might be carried out. 

On return to his home and on a light type of work, 
he continued to have symptoms referable to the colon, and 
after only five weeks of preparation, he was re-admitted 
and underwent an uneventful left colectomy. At operation, 
the upper 20 cm. of sigmoid was moderately edematous and 
there was a 4-cm. firm mass in the adjacent mesentery 
representing the resolving perforation. The entire area could 
be mobilized, the splenic flexure freed, and an anastomosis 
made between the distal transverse colon and distal sig- 
moid where the bowel was completely free of edema. No 
protective proximal colostomy was thought necessary; and 
after an uneventful twelve days, the patient was discharged 


completely relieved of his disease. 


These comparative cases are recorded to illustrate 


some of the changes that have taken place in the con- 


cepts of management of a common serious complica- 


tion of diverticulitis. Each was handled in accepted 
fashion, based on the understanding of the day; and 
in the short span of twenty-odd years, one case ended 
in ineffectual failure, and the latter in a definitive cure. 

Of no small importance in fostering this more ef- 
fective attack on the problems of diverticulitis in re- 
cent years has been the increase in frequency and 
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in 5 to 10 per cent of all individuals over forty years 
of age. More accurate data on this point will be 
available from cancer detection centers where long 
series of asymptomatic patients have been subjected to 
routine barium enemas. It is generally accepted, furth- 
ermore, that the incidence of diverticula is related to 
the age of the patient; and in our hospital over a 
twenty-year span, the average age of patients admitted 
has increased exactly eight years, from 36.5 years to 
44.5 years. 

In a much-needed study of the natural history of 
diverticulosis, Horner! has documented findings which 
are pertinent to the problem of diverticulitis. A care- 
ful review of 503 cases of diverticulosis revealed that 
in 95 per cent of these the sigmoid colon was involved, 
and in nearly 50 per cent the descending colon con- 
tained diverticula. Obviously the incidence of diver- 
ticulitis is related to the site of diverticula, and it is 
not surprising that 90 per cent of operations performed 
because of the inflammatory process deal with the sig- 
moid or descending portion of the large intestine. 

Horner has also demonstrated that the more exten- 
sive the distribution of diverticula, the higher the in- 
cidence of diverticulitis. When localized to the sig- 
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moid colon the finding of associated diverticulitis was 
14 per cent; when the left colon was involved, the in- 
cidence rose to 17 per cent; and if the entire bowel 
showed diverticula, inflammatory changes were noted 
in 50 per cent of the cases. There is also a relation- 
ship between the extent of diverticulosis in the entire 
colon and the actual number of diverticula present in 
the sigmoid. So that it is to be expected that the great- 
er the length of bowel involved with diverticula, the 
greater the likelihood of sigmoid diverticulitis. From 
this data it may be concluded that more than the sig- 
moid colon need not be removed for diverticulitis of 
the sigmoid simply because there are diverticula in 
more proximal segments of the bowel. 


One further point is made which has a bearing on 
present-day management and confirms a clinical im- 
pression. As with the recurrence rate of duodenal 
ulcer, the longer patients having diverticulosis are fol- 
lowed, the greater the incidence of diverticulitis. Those 
patients who were followed for a five-year interval ex- 
hibited a diverticulitis rate of 10 per cent, those fol- 
lowed for ten years, a 25 per cent rate, and the group 
followed up to eighteen years, a 37 per cent incidence. 
It has been our impression for some time that the 
patient under fifty years of age who has had symp- 
tomatic diverticula will eventually require surgical re- 
lief for this disease if followed for a sufficiently long 


period of time. 


A more energetic approach to the problem of diver- 
ticulitis has further been encouraged by the increas- 
ing effectiveness and safety of surgery in recent years. 
There has been a gradual lowering of operative mor- 
tality for resections of the colon whether done in one, 
two, or three stages; the consequence of more intelli- 
gent bowel preparation, improved anesthesia, the use 
of effective antibiotics, and the more liberal admin- 
istration of blood transfusions. Hayden? in 1939 re- 
ported the Massachusetts General Hospital experience 
with this disease and found a mortality rate of 44 per 
cent in those patients treated with surgery of any 
kind. Of 140 patients observed in the hospital between 
the years 1911 and 1936, sixty-three were subjected 
to operation. Five only underwent resection of the 
diseased bowel, and the remainder were treated by 
either exploration with or without drainage for per- 
foration, or a decompressive procedure such as cecos- 
tomy or colostomy. On occasion, after a period of 
fecal diversion, a colostomy was closed without resec- 
tion of the disease. Death occurred either in the hos- 
pital or shortly thereafter in twenty-eight patients, and 
only sixteen of the sixty-three patients subjected to 
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surgery were still living without symptoms of diver- 
In 1942 
Smithwick® reported a series of seventy-five patients 


ticulitis at the time they were followed. 


from the same institution operated upon during the 
preceding fifteen years. A mortality of 12 per cent 


TABLE I. DIVERTICULITIS OF THE SIGMOID COLON 
Massachusetts General Hospital 
Mortality from all Types of Operative Procedures 


Years Author No. of No. of | Mortality 
Cases Deaths (Per Cent) 

1911-1936 
1927-1942 
1942-1953 


Hayden * 28 44 
Smithwick 5 9 12 
Welch, Allen, and 

Donaldson 39 8 6 


1942-1958 | Present series 32% 16 5 


was found in this group. However, thirty-three of 
these patients were subjected to resection of their 
disease with only two operative deaths. Ten years 
later, with Dr. Arthur W. Allen and Dr. Claude 
E. Welch,‘ we reviewed 139 operations performed in 
the intervening ten years, and noted a 6 per cent mor- 
tality; 114 patients underwent surgical resection with 
the hospital death of three patients only. The present 
series of cases number 323 operations performed since 
1942, with a mortality rate of 5 per cent. Of these 
patients, the diseased segment of colon was resected 
on 293 occasions and ten patients succumbed in the 


immediate postoperative period. 


Complications of Diverticulitis 


Surgical therapy may be divided into that done 
for the complications of diverticulitis, and that car- 
ried out for the primary disease itself. Although 67 
per cent of the entire group of 293 patients under- 
going definitive resection since 1942 were operated 
upon because of one complication or another, there 
has been a slow and cautious trend in recent years 
to relatively more operations being performed earlier 
for primary diverticulitis. This is the result of a co- 
operative effort on the part of internist and surgeon 
in making the much more difficult decision for or 
against surgery in this latter group. Faced with the 
more dramatic complications of the disease, the de- 
cision is often easy, because the need for surgical 


intervention is evident and sometimes urgent. 


Perforation—As noted in Table II, perforation of 
the colon continues to be the most frequent type of 
complication and remains the most common cause of 
death from diverticulitis. In many instances, exacer- 
bations of divericulitis are in fact tiny walled-off per- 
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forations which later, under medical management, 
drain spontaneously into the bowel again. Even more 
major extravasations into the mesentery of the bowel 
or along the lateral aspect of the sigmoid, producing 


palpable masses, may remain as localized abscesses and 


TABLE II. DIVERTICULITIS OF SIGMOID COLON 
Massachusetts General Hospital 
(1942-1958) 
Indications for Resection 
293 Patients) 
Indication for Resection Per Cent of Total 
Complications of diverticulitis 
Perforation 
Fistula formation 
Obstruction 
Bleeding 
Diverticulitis 


Preoperative diagnosis of cancer in 15 per cent of total. 


eventually resolve into the intestinal tract again. A 
short period of observation is warranted in such in- 
stances in the hope of offering the patient a definitive 
resection at a later date, rather than immediately 
embarking on the first stage of a lengthy and cum- 
Should 


the inflammatory mass persist or the perforation be 


bersome three-operation type of procedure. 


free into the peritoneal cavity, the surgery must be 
radical. An adequate incision for exploration is nec- 
essary because of the fact that the diagnosis must be 
confirmed and a perforated appendix or cancer of the 
colon not overlooked. Furthermore, any procedure 
that is carried out should provide a step toward the 
ultimate excision of the involved segment of colon. 
A generous lower abdominal incision for exploration, 
identification of the disease and site of perforation, 
drainage of the area often by stab-wounds, and a 
concomitant right transverse colostomy through a short 
transverse incision is usually possible even in the sick- 
est of patients. Attempt at closure of the perforation 
is not warranted in the presence of edema, and the 
colostomy should be fashioned to completely defunc- 
tion the diseased segment of bowel. Exteriorization 
of the point of perforation is often most difficult be- 
cause of thickening and foreshortening of the meso- 
sigmoid and the gravity of the operation is rarely 


lessened by attempting this maneuver. 


Fistula formation between colon and bladder, vagina, 
small bowel, or ureter is not uncommon and nearly 
always requires resection of the colon. Most of these 


individuals have experienced a long period of symp- 


toms referable to diverticulitis before signs of an estab- 


lished fistula insidiously appears. From a_ technical 


viewpoint, these patients may be handled by a one- 
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stage resection often, and a safe anastomosis can be 
satisfactorily performed. However, in the presence of 
a fistula which has recently developed and about which 
active inflammation exists, a preliminary transverse 
colostomy, or certainly a complementary colostomy is 
a worthy safeguard to the colo-colostomy anastomosis. 
Cecostomy has no place as a “defunctioning” maneuv- 
er in the surgery of diverticulitis. 


Obstruction by protracted cicatrization of recur- 
rently inflamed tissue is a common complication of this 
disease and is usually found in the older age group 
of patients. All layers of the bowel wall become 
thickened and fibrous. Usually, after some weeks of 
intensive dietary supervision and bowel regulation 
with drugs, much of the edema proximal to the ob- 
struction can be eliminated and a primary resection 
and anastomosis will be found a technically safe 
procedure. Again, the exploration must be sufficient 
to assure the surgeon that he is not dealing with a 
malignant tumor, a much more common cause of 
sigmoid obstruction and one which requires a more 
extensive resection. Should proximal transverse colos- 
tomy be necessary because of the degree of obstruc- 
tion and inflammation, resection of the involved seg- 
ment is done within two or three weeks if the dif- 
ferential diagnosis is at all in doubt. On the other 
hand, if diverticulitis is clearly evident, it is prefer- 
able to wait for at least three months before a def- 


initive resection is performed. 


Hemorrbage.—Massive hemorrhage from diverticu- 
litis is not as rare as once believed, and bleeding of 
any degree has been found in recent years to be 
very common. Erosion of vessels at the ostea of di- 
verticula in most instances is secondary to the inflam- 
matory process. In the series of cases reviewed, 24 
per cent of patients who were subjected to surgery 
exhibited some amount of blood in the stool, and a 
similar frequency has been found by LeRoyer and 
White, 


is obvious that bleeding of any type should be 


Young and Young,® and other observers. It 
ascribed to colon diverticula only after other more 
common causes of melena have been excluded by 
x-ray study. Even at laparotomy, the bleeding point 
can rarely be ascertained and the surgeon must resect 
what he believes to be, rather than what he knows to 
be, the offending area of bowel. The dilemma is not 
clarified by the pathologist in most instances, because 
he can practically never identify an eroded mucosal 
vessel in the specimen; and final judgment as to the 


efficacy of the operation must await the passage of 
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time and observation for further bleeding. Fortunately 
most blood loss from diverticula is relatively minor 
and once the diagnosis is fixed to such a source by 
repeated barium enema, sigmoidoscopy, and gastro- 
intestinal serial x-ray, these individuals may be car- 
ried safely on a medical regime indefinitely. Twenty- 
three patients in the present series were resected pri- 
marily for bleeding, and only in ten was the hem- 
orrhage termed massive. Resection of the bowel is 
obviously imperative, and it is usually well to protect 
the anastomosis by a concomitant transverse colostomy 
because of the emergency procedure performed 
through an unprepared bowel containing feces and de- 
composing blood. 


Suspected Cancer.—In this series of 293 resections 
of the colon, the diagnosis could not be clarified by 
non-operative methods in forty-four instances, and 
surgery was undertaken in part because of the suspi- 
cion of a malignant bowel tumor. Repeated barium 
enema study, sigmoidoscopy, and even palpation of 
the bowel wall itself is notoriously misleading; and as 
Pemberton’ has indicated, the final diagnosis often 
cannot be made until the pathologist has opened the 
bowel in the laboratory. Approximately 10 to 12 per 
cent of patients with carcinoma of the sigmoid also 
harbor diverticula; although the coexistence of cancer 
and diverticulitis is quite rare. The ultimate decision 
as to the probable diagnosis which in turn will guide 
the proper timing of the proper operation, hinges on 
the clinical judgment of the surgeon. A high degree 


of suspicion of the presence of malignancy should be 


engendered by the finding of obstruction, repetitive 


rectal bleeding, atypical radiologic findings, failure to 
respond to medical therapy, rectal tenesmus, mucus 
and blood after a preliminary transverse colostomy 
and, finally, the observation of suspicious cells in the 


rectal washings. 


Primary Diverticulitis 


As with other recurrent inflammatory processes, it 
would be ideal to eliminate the primary disease of 
diverticulitis prior to the development of such com- 
plications as perforation, obstruction, fistula forma- 
tion, et cetera. This is obviously impractical at the 
present time, but considerable progress has been made 
in the past ten to fifteen years in the prophylaxis 
against these often serious and occasionally fatal se- 
quelae. In Hayden’s review of the earlier series of 
140 cases at the Massachusetts General Hospital, it 
was found that in all sixty-three of the patients sub- 
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jected to surgery, operation was necessary because 
of some complication of the disease, usually a perfora- 
tion or obstruction. In the more recent group of 
1118 patients observed in this hospital from 1942 to 


1958, 323 patients underwent surgery, and only 67 per 


TABLE III. DIVERTICULITIS OF SIGMOID COLON 
Massachusetts General Hospital 
(1942-1958) 


Total Cases Died Per Cent 
No operation 1.0 
Laparotomy only 8.0 
Colostomy or cecostomy only f 28.0 
Resection in 1, 2, or 3 stages 3.4 


Total 2% 2.1 


cent of these operations were performed for compli- 
cations, the remainder being performed for primary 
diverticulitis. It is evident that the selection of pa- 
tients with uncomplicated diverticulitis for surgery has 
been a subject of growing importance in recent years. 

To foretell which patient with uncomplciated di- 
verticulitis will do well on a medical regime is as 
difficult as with duodenal ulcer. It is apparent that in 
most instances this decision can be made only after 
following the individual patient for some length of 
time. And the observation of Horner that there is a 
striking relationship between the length of follow-up 
of these patients and the subsequent incidence of di- 
verticulitis is of particular interest in this regard. A 
similar conclusion was reached by Moore and his 
co-workers® several years ago in their follow-up of 
a large series of patients with duodenal ulcer in our 
institution. 

It is generally agreed that the great majority of 
patients with uncomplicated diverticulitis, exhibiting 
relatively minor symptoms will continue to be suc- 
Of the 1118 


patients hospitalized for all forms of the disease, be- 


cessfully treated by medical measures. 


tween 1942 and 1958, approximately 70 per cent were 
discharged on a medical regime. And, of course, 
many other milder cases were treated in the medical 
clinic and in private offices. Those patients with in- 
termittent attacks of diarrhea or constipation, with 
ransient lower abdominal pain, bloating, and tender- 
ness can generally be followed in the out-patient 
clinics. Such symptoms respond well to a low rough- 
age diet, atropine, metamucil, or mineral oil, and 
occasionally sulfonamide drugs. In establishing the 
diagnosis by x-ray study, the instillation of barium 
into the various diverticula has, in the past, been con- 


sidered to be of therapeutic value. 
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In rare instances, the acute symptoms are of seri- 
ous enough import to indicate immediate early sur- 
gery. Often a single episode of diverticulitis may be 
followed by others in rapid succession; or there may 
be a period of freedom from recurrence for many 


TABLE IV. DIVERTICULITIS OF SIGMOID COLON 


(1942-1958) 
Type of Resection and Mortality 
(293 Resections) 


Total Cases | Deaths Mortality 
| (Per Cent) 
143 6 4. 
Multiple stage 146 4 2.6 
Miscellaneous 4 0 0 


Total 29% 3 


months. Thus, it is impossible to state emperically 
that one, two, or three attacks of acute diverticulitis, 
each with left lower quadrant pain, tenderness, fever, 
and leukocytosis, is indication for surgery. As in the 
case of duodenal ulcer, the aid of a respected con- 
sultant should often be sought. With some reserva- 
tions those patients who may be considered, in the 
absence of serious contraindications, to be suitable 
candidates for early definitive surgery may be classi- 


fied as follows: 


1. Patients who continue to have attacks of pain, 
tenderness, fever, with or without a mass, on a good 
medical regime. Two or more such attacks, occurring 
weeks or months apart in a patient who is otherwise 
in good physical condition, should in general be an 
indication for surgical removal of the disease when 
it is in a quiescent phase. 

2. Younger patients, particularly under fifty years 
of age, who develop diverticulitis should be offered 
surgical resection. Life expectancy in this group is 
long, the disease tends to be more severe than in 
older patients, and the complications which develop 
late in life are particularly serious. It is wise to per- 
form resection while the patient is young and in good 
condition. 

3. Recurrent rectal bleeding while on a medical 
regime, particularly when accompanied by worrisome 
changes in bowel habits, or mucus. Resection should 
not be delayed in this group because of the blood 


loss and because roentgen and sigmoidoscopic ex- 
aminations are not infallible diagnostic tools. 


4. Patients demonstrating narrowing, angulation, 
and fixation of the bowel as indicated by x-ray and 


proctoscopic examination. Major organic changes 
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rather than spasm are present and further fibrosis 
threatens obstruction. 

5. Urinary symptoms associated with attacks of 
diverticulitis are of serious significance, particularly 
in the male patient. Frequency and dysuria may give 
a premonitory warning of the development of sig- 
moid-vesical fistula, so often insidious in appearance. 

6. In those individuals who have a short segment 
of colon severely involved, and normal-appearing 
bowel by x-ray in the areas of the projected anas- 
tomosis, it is reasonable to consider early resection. 
On the other hand, it is logical to extend the period 
of medical observation in the patient who has numer- 
ous diverticula scattered throughout the colon and 
into the recto-sigmoid area, particularly if he is obese. 

Surgery performed at this stage of the disease may 
be considered prophylactic—and indeed it is, because 
it is intended to forestall the development of the 
ever-serious complications of diverticulitis. But an 
added benefit lies in the type of operative procedure 
that can be safely carried out. Often it is possible 
to resect the diseased area of colon completely and 
perform an anastomosis between the two ends of 
bowel rather than resorting to the cumbersome and 
time-consuming two-stage or three-stage operation with 
its unpleasant transverse colostomy. Here again, a 
difficult decision must be made as to whether or not 
a primary bowel anastomosis can safely be done—a 
conclusion that can be reached only at the operating 
table itself. The absence of edema and a bowel wall 
which can hold sutures suitably are the sine qua non 
of a secure anastomosis. It must be remembered that 
the surgical manipulation of edematous tissue may 
easily result in thrombosis of microscopic vessels and 
later postoperative necrosis of the tissue which they 
nourish; and the consequence of dehiscence of the 
suture line, in the absence of a proximal colostomy, are 
always serious—invariably requiring further surgery, 
and it may be fatal. Three of the six deaths in a group 
of 143 primary resections in our series of patients 
were due to this detail. 


It cannot be too strongly emphasized, in suggesting 
early, single-stage resection, that leakage of the suture 
line poses the greatest single hazard to this operation; 
and serious sequelae can be practically avoided by the 
simple maneuver of providing a protective transverse 
colostomy concomitantly at the time of surgery. It 
behooves the surgeon when there is the slightest doubt 
as to the integrity of the bowel anastomosis, to muster 
his courage and establish a proximal temporary colos- 
tomy, distasteful as it may be. Multiple operative 
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procedures, in our series of patients during the past 
sixteen years, whether done in two or three stages, 
carried a slightly lower operative mortality than the 
one-stage operation. 

In spite of this fact, the single operation in this 
hospital has found increasing favor in recent years. A 
number of factors have been responsible for this trend. 
First, the selection of patients for surgery has changed 
in that they are now operated upon earlier in the course 
of their disease, prior to the development of extenu- 
ating complications. There has also come about, as the 
result of greater experience in the operative handling 
of this disease, an improvement in understanding and 
judgment in the timing of the performance of the 
definitive surgery. More often, at laparotomy, the 
bowel is found suitably free of inflammation so that 
a safe anastomosis can be executed without the aid 


of a colostomy. Finally, the effective improved fa- 


cilities available to present-day surgery generally have 
played no small part in encouraging surgeons in this 
trend. And as a result, in the more recent years it 
has been found feasible to manage 75 per cent to 80 
per cent of patients undergoing resection by a single- 


stage operative procedure. 


Summary 


The drastic changes that have taken place in the 
management of diverticulitis of the colon in the past 
twenty years are due to several factors. Greater lon- 
gevity has increased its frequency in the population, its 
natural history is now better understood, there is 
greater appreciation of the seriousness of its compli- 
cations, and finally, there has been a steady lowering 
of the operative mortality and morbidity resulting in 
more effective surgical treatment. Approximately 70 
per cent of those patients hospitalized for this disease 
may be successfully treated by medical measures. In 
about two-thirds of those patients subjected to surgery 
today, the operation is necessary for the treatment of 


one of the several complications of diverticulitis— 
perforation, fistula, obstruction, or hemorrhage. There 
is some increase in the relative frequency of operation 
for the uncomplicated primary disease of diverticulitis 
—often a difficult decision to make. As a corollary to 
this, it is becoming increasingly feasible to resect the 
diseased area and perform the anastomosis in one 
stage. The value of a protective complementary trans- 
verse colostomy in those cases where there is any 
question of the competency of the suture line in the 
bowel cannot be over-emphasized. Surgery for di- 
verticulitis of the colon and its complications can now 
be done with about as great a degree of safety as for 
any other type of bowel disease. And the long-term 
results following successful resection of the sigmoid 


for diverticulitis are excellent. 
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The five-year survival rate for cancer of the colon 
following resection is between 50 and 55 per cent. 


+ * * 
The earliest symptom in cancer of the colon is 
change in bowel habits, i.e.: increasing constipation 


often changing to diarrhea and occasionally shifting 


back and forth. 
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About half of the malignant lesions in the colon and 
rectum are located distal to the rectosigmoid junction. 
Of the other half, 18 per cent are in the descending, 
6 per cent in the transverse, and 12 per cent in the 
ascending colon. 

* * * 


Obstruction is more common in malignant lesions 
of the left colon. 





Spontaneous Tendon Rupture and 


Cervical Vertebral Subluxation 


In Patients with Rheumatoid Arthritis 


Tue PAST LITERATURE concerning spontaneous 
tendon rupture largely relates this condition to trauma. 
However, recent years have seen increasingly frequent 
reports of this phenomenon complicating rheumatoid 
arthritis. In the belief that the resultant disability will 
be mitigated by earlier recognition and diagnosis and 
by prompt institution of appropriate treatment, the 
clinician’s attention is directed to the following review 
of the literature on this subject. An additional fifteen 
patients are described with rheumatoid arthritis and 
tendon rupture; in these individuals the frequent co- 
existence of cervical vertebral subluxation is stressed. 

In 1940 von Stapelmohr? analyzed 148 cases of ex- 
tensor pollicis longus tendon rupture; there was one 
patient in his series in whom it was presumably asso- 
ciated with rheumatoid arthritis. Subsequent publica- 
tions included sporadic case reports?~* and small series 
of patients.°-® More recent descriptions, *°-!? based on 
larger numbers of patients, suggests this complication 
is more common than previously realized, a fact 
emphasized by our own experience. Fifteen patients 
with various tendon ruptures complicating rheumatoid 
arthritis have been seen in the recent past by mem- 
bers of The Rackham Arthritis Research Unit and 
the Department of Orthopedic Surgery at The Uni- 
versity of Michigan. In this group there was a total 
of thirty-eight tendon ruptures (Table I): eleven 
patients displayed multiple tendon ruptures and in 
five individuals there was bilateral hand involvement. 
In ten of eleven patients in whom cervical spine 
roentgenograms were available, atlanto-axial subluxa- 
tions were found suggesting incompetence of the 
transverse ligament responsible for normal atlanto- 
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axial alignment. In five of these individuals multiple 
cervical vertebral subluxations were demonstrable. 

In the available literature’-'° forty-five selected pa- 
tients representing seventy-nine tendon ruptures have 
been reported; when combined with the present series, 
a total of sixty patients with 117 tendon ruptures be- 
came available for review. No characteristic pattern 
of disease process is to be discerned in this group 
since all were individuals with rheumatoid arthritis 
of moderate or greater severity developing tendon rup- 
tures in the hand or about the wrist with trivial or no 
precipitating trauma. Approximately 50 per cent of 
the patients did not recall pain attendant with the rup- 
ture. Sensation, when present, was usually described 
as a sharp pain, snapping sensation or like an electric 
shock in the wrist. Occasionally there was an audible 
“pop.” In some instances rupture was preceded by 
pain and swelling of the wrist and dorsum of the 
hand characteristic of a tenosynovitis. 

Activity of the patient at time of tendon rupture, 
although a contributing factor in some cases, appears 
to be of no great significance and was quite variable. 
Rupture has been observed to occur while in the 
hospital either during sleep or when lifting bed linens. 
Many patients cannot recall specific activity or the 
exact time of tendon rupture. On the other hand, 
there may be gradual awareness of marked tendon 
weakness or sudden loss of ability to flex or extend 
one or more digits. 

Age and duration of rheumatoid arthritis does not 
differ significantly between the sexes (Table II). The 
youngest patient was twenty-five and the oldest eighty- 
seven. Duration of arthritis ranged from two months 
to thirty years. Wrist involvement was of only 
slightly less duration than the total arthritic process. 
The frequency of tendon rupture in men appears to 
be greater when one considers that rheumatoid arth- 
ritis occurs three times more often in women than in 
men. Multiple tendon rupture occurred in fifteen of 
twenty-six men as compared to fourteen of thirty-four 
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TABLE I. 


A.R.A.”* Rheumatoid 


Duration 


R.A. (Yrs.)| Stage | Class Factor Nodules 


I II 


Yes 
Positive 
Positive 


Positive 


Positive 
Positive 
Positive 
Negative 


Negative 


Positive 
Negative 


Positive 


Positive 


Continuous administration for one or more years 
*Subject of previous Case Report 13 

**Subject of previous Case Report 20 

*tSubject of previous Case Reports 13, 14, and 20 


women. The greater frequency in men may possibly 
be attributed to more vigorous use of hands and 
wrists. 

Handedness of patients does not assume the im- 
portance expected. The right hand was affected in 
thirty patients, left hand in twenty, and ten patients 
had bilateral involvement. A total of seventy-four 
ruptures occurred in the right hand and forty-three 
in the left hand. 

TABLE II. COMPARISON OF SEX 

TENDON RUPTURE 


IN CASES OF 


Female 


Number of patients 34 
Average patient age (years) 49 
Duration of arthritis (years) 10.5 
Total number of ruptures 59 
Number of multiple ruptures 14 


Clinical evidence of active arthritis was present in 
all patients. Erythrocyte sedimentation rates were 
elevated in all instances reported. The serologic test 
for the rheumatoid factor was positive in 72 per cent 
of the patients tested. Rheumatoid nodules were noted 


in approximately 50 per cent of the cases. Wrist 
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Steroidt 
Therapy 


No 


RUPTURE—PAGE 


TENDON RUPTURE IN RHEUMATOID ARTHRITIS 
(15 Cases) 


Involved 


Hand 


Tendon 
Ruptured 


Cervical 
Subluxation 


pollicis longus 
digitorum profundus II 


digitorum sublimus V__ 
. digitorum profundus V 


xt. digitorum communis IV, V 
xt. digitorum communis V 


xt. digitorum communis III, IV, V 
xt. digitorum communis III, IV, V 


pollicis longus 

digitorum communis IV, V 
pollicis longus 

pollicis longus 

digitorum communis III, IV, V 


. pollicis longus 
digitorum communis IV, V 


. digitorum communis III, IV, V 
. digitorum communis IV, V 
. pollicis brevis 


Ext. digitorum communis V 
Ext. digitorum communis IV, V 


Ext. digitorum communis IV, V 


Long head biceps p 
Ext. digitorum communis IV, V 


TABLE III. TENDONS RUPTURED IN 60 CASES OF 


RHEUMATOID ARTHRITIS 


Number 


Tendon Ruptures 


Extensor digitorum communis 67 
Extensor pollicis longus 26 
Extensor digiti quinti proprius 9 
Flexor digitorum profundus 5 
Flexor digitorum sublimus : 
Flexor pollicis longus 

Extensor pollicis brevis 

Abductor pollicis 

Long head of biceps 


Total 


involvement was a consistent feature in all patients 
but the roentgenographic picture varies from mild 
changes of juxta-articular osteoporosis to a very severe 
destructive process of bone. 

The extensor tendons were the most commonly 
involved, accounting for 89 per cent of all tendons 
ruptured (Table III]). More than half of all ruptures 
occurred in the extensor digitorum communis tendon. 
Multiple digit involvement of this tendon was quite 
common and not infrequently associated with rupture 
of the extensor digit quinti proprius tendon. Rupture 
of the flexor digitorum sublimus tendon may remain 
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SPONTANEOUS TENDON RUPTURE—PAGE 


unnoticed in the presence of intact pro fundus func- 
tion and may be more frequent than indicated. 

Earlier reports attributed tendon rupture to rheu- 
matoid granulomas,” tenosynovitis® or a combination 
of these factors with erosion of tendon by roughened 
bone.? Vaughn-Jackson has stressed the role of me- 
chanical attrition as the etiologic factor in both flexor 
and extensor tendon rupture;*!? an abrading spicule 
of bone was found to have severed the tendon in 
each case; one may question the reported macroscopic 
and microscopic normality of the involved tendons. 
A detailed pathologic description by Ehrlich and co- 
workers of extensor digitorum communis tendon rup- 
ture substantiates the hypothesis that erosion by bone 
spicules may be a major factor.° Chronic inflamma- 
tory changes were present in all tendons involved and 
one case showed vascular and tendon necrosis of the 
rheumatoid type. 


Surgical repair of tendon ruptures has been made 
in nine patients in The University of Michigan 
experience. In only one patient (Case 13) was there 
neither significant gross nor histologic abnormality of 
tendon; unmistakable chronic inflammatory changes 
were demonstrable in the remaining eight individuals. 
These included necrosis, degeneration and_ cystic 
changes in tendon with fraying and fragmentation 
of the tissue. Marked invasion of tendon substance 
by an inflammatory reaction of lymphocytes, histio- 
cytes and plasma cells was a consistent finding. In 
some areas, lymphofollicular development was quite 
prominent. Hemosiderin deposits and some degree 
of free hemorrhage were usually found. A few small 
areas of fibrinoid necrosis were noted. One case clear- 
ly demonstrated the presence of rheumatoid nodules 
(Case 1)'® while there was a strong suggestion of 
this formation in two other specimens (Cases 3 and 


9). These changes, although nonspecific, are compati- 


ble with rheumatoid tenosynovitis. 

Observations by others'®-'® suggests that in patients 
with rheumatoid arthritis the incidence of tendinitis 
or tenosynovitis varies from 42 to 48 per cent. If 
tendon lesions were the prime factor responsible for 
rupture of the tendon, this phenomenon might be 
expected with much greater frequency. Furthermore, 
rheumatoid tendon involvement occurs primarily in 
the flexors of the fingers which would not contribute 
to the predominance of extensor tendon ruptures. 
Were mechanical attrition the sole etiologic process, a 
higher incidence of tendon ruptures would be ex- 
pected. By roentgenograms large numbers of patients 
with rheumatoid arthritis but without tendon ruptures 
can be demonstrated to possess even more extensive 
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bone changes at the wrists. Conceivably this would 
permit operation of the same mechanical factors and 
rupture does not occur. It appears reasonable to con- 
clude that in most cases a combination of bony abra- 
sion and chronic inflammatory reaction of tendon is 
responsible for eventual rupture of the tendon. In 
many instances the inflammatory process has the char- 
acteristics of a rheumatoid tenosynovitis. 

Spontaneous atlanto-axial subluxation has been con- 
sidered a rare complication of rheumatoid arthritis.*7" 
A recent study”® emphasizes the actual prevalence of 
this condition and more clearly defines the pathologic 
processes present. Erosive changes of the odontoid 
due to ingrowth of proliferating pannus were observed. 
Chronic inflammation and fibrinoid necrosis of liga- 
ments, associated with chronic synovitis, was noted 
in the areas adjacent to the odontoid. 

Eleven patients with spontaneous tendon rupture in 
the University of Michigan series were examined rad- 
iographically with flexion and extension views of the 
cervical spine. Two of these patients were known to 
have atlanto-axial subluxation; the remaining eight 
patients were selected at random. Ten patients dem- 
onstrated some degree of atlanto-axial subluxation* 
and in five subluxations of other cervical vertebrae 
were noted. In these individuals with cervical spine 
subluxation the diagnosis of rheumatoid arthritis was 
definite or classical; and progression was either Stage 
Ill or IV.2? Neck symptoms, although present at 
some time during their disease course, were not neces- 
sarily a prominent complaint at the time of this study. 

Spontaneous atlanto-axial subluxation may result 
from incompetence of the transverse ligament, re- 
sponsible for normal atlanto-axial alignment, or from 
diminution of odontoid mass by erosive processes. 
It may be assumed that the transverse ligament is 
predisposed by anatomic relationships to the same 
factors operable in production of tendon ruptures at 
the wrist. Atlanto-axial subluxation, when due to 
rupture of the transverse ligament, could result from 
pathologic processes similar to those associated with 
spontaneous tendon rupture. The association of these 
two complications in an individual with rheumatoid 
arthritis is very likely a reflection of the severity and 
widespread distribution of this inflammatory disease. 

In the light of these findings, careful examination 
of the cervical spine, including radiographs, is war- 
ranted in selected patients with rheumatoid arthritis 
who develop spontaneous tendon rupture. The poten- 
tial danger of cervical spine subluxation is apparent. 


*“Subluxation” is defined in terms of known normal meas- 
urement as established by Jackson.?1 
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Management of this condition depends on the severity 
of associated symptoms and the degree of subluxation. 
In some instances fusion of the cervical spine may 
be required; most patients, however, require only a 
properly fitted and adjusted brace to insure proper 
support and alignment of the neck. Surgical repair 
of tendon ruptures is, of course, indicated to obtain 
functional improvement and to protect the digits from 
trauma. Repair is usually accomplished by tendon 
transplant or free tendon graft with gratifyingly suc- 
cessful results. 


Discussion 


Spontaneous tendon rupture and cervical vertebral 
subluxation, once considered rare complications of 
rheumatoid arthritis, are now recognized with greater 
frequency. One may question whether this reflects 
a real or an apparent increase in prevalance. In the 
past year, twelve cases of spontaneous tendon rupture 
have been observed at The University of Michigan 
Medical Center; only three additional instances were 
recorded in over 6000 patients with rheumatoid arthri- 
tis seen during the previous twenty-year period. More 
recently, in the same center, special interest has de- 
veloped in the likelihood of involvement of the neck 
in the individual with this disease. 

One can only speculate as to factors possibly re- 
lated to the development of these complications. With- 
out a doubt the use of effective measures of physical 
therapy in patients with active rheumatoid arthritis 
results in maintenance of greater range of motion 
in diseased joints. Furthermore, adrenocortical ster- 
oids, by suppressing joint pain, very likely often per- 
mit increased functional range of joint motion. It is 
not unlikely that these two treatment modalities, in the 
susceptible individual, permit a longer period of ero- 
sive action on tendons which are especially vulnerable 
to the underlying relentless disease process; in some 
instances, these go on to rupture. 

Increased awareness by the physician of these bi- 
zarre complications in rheumatoid arthritis undoubt- 
edly will lead to increased frequency of diagnosis. 
In a deformed hand with pre-existing limited func- 
tional capacity it is very easy to overlook tendon 
rupture or its development. Moreover, patients fre- 
quently accept this accident as part of the arthritis 
process, not consulting the physician unless it be- 
comes particularly troublesome. Minimal cervical ver- 
tebral subluxations may not be shown by conven- 
tional radiograms with usual positioning of the pa- 
tient; laminagrams or comparative radiographs with 
the neck in flexion and extension will, however, clear- 
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ly demonstrate this abnormality. That the spine and 
neck, in the patient with classical or definite rheuma- 


toid arthritis of peripheral joints, may be involved is 


not commonly appreciated by most physicians. More- 
over, neck symptoms may not be prominent and are 
commonly not mentioned by the patient or are at- 
tributed by the physician to muscular rheumatism. 


Summary 


Fifteen cases of spontaneous tendon rupture in 
rheumatoid arthritis are presented and sixty cases are 
reviewed. Previously unrecognized coexistence of 
cervical subluxation can be demonstrated in many pa- 
tients. The pathology and possible contributing fac- 
tors are discussed. Increased awareness by physicians 
will provide more frequent diagnosis of these com- 


plications. 
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Blood from the Dead 


The 41-year-old woman in Pontiac General Hospital 
was anemic and needed blood transfusions to build 
her up for an operation. From the refrigerator, doctors 
took a pint of matching (Group A, Rh-positive) blood 
that had been stored for 19 days and transfused it 
into one of her veins. By the next day her blood 
counts were somewhat better, but to be on the safe 
side, the doctors gave her the concentrated cells from 
another pint of blood from the same donor. 

What made this otherwise routine case remarkable 
was that the donor was a dead boy of twelve, who 
had drowned in a nearby lake. After all attempts to 
revive him had failed, Pathologists Jack Kevorkian and 
Glenn W. Bylsma did an autopsy and withdrew two 
pints from a jugular vein. This was 21/4 to 3 hours 
after death. To make sure that no germs had got 
into the blood (which would make it unsafe for trans- 
fusion), samples were incubated for two weeks. The 
woman patient, who had no unfavorable reactions to 
the transfusions of cadaver blood, is now well and at 
home. 


Pathological Prejudice—This was the fourth time 
that Drs. Kevorkian and Bylsma had supplied cadaver 
blood for transfusion. In three previous cases the at- 
tending physicians tried it cautiously, and only on in- 
curable patients. Yet using cadaver blood is not a 
new practice. At Moscow’s Sklifosovsky Institute, al- 
most 30 tons of it have been given in 30,000 trans- 
fusions since the method was first tried there in 1930. 
U. S. doctors have shied away from it because of 
prejudice against contact with anything taken from 
a corpse. The Pontiac pathologists hoped that this 
prejudice was weakening with wider acceptance of 
corneal grafting and the transplanting of bone and 
arteries from accident victims. 
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Use of cadaver blood offers several advantages. A 
living donor may lie about his health, especially about 
such a vital question as whether he has had hepatitis. 
Moreover, he cannot comfortably give more than a 
pint every two or three months. The corpse cannot 
lie, and the pathologists doing an autopsy can check 
every vital organ for disease—including the liver for 
evidence of hepatitis. They select as donors only the 
corpses of presumably healthy individuals who die 
suddenly, as in traffic accidents or from heart attacks. 
A cadaver yields far more blood than a walking 
donor: The Pontiac investigators have drawn as many 
as three pints from a grown man; the Russians say 
they get as many as eight pints. 


Safety Rules—Drs. Kevorkian and Bylsma thought 
that they were applying the Russian method for the 
first time in the U.S. Then they learned, from a re- 
cent Bulletin of the American Association of Blood 
Banks, that as long ago as 1935 Surgeon Leonard L. 
Charpier had used a similar technique in a Chicago 
suburb. Dr. Charpier kept the work secret and died 
without writing up his records. But he was respon- 
sible for about 35 cadaver-blood transfusions in two 
years. Then the modern system of blood banking, 
which permits blood to be stored for three weeks with- 
out deterioration, was developed. 


A few strict rules must be followed in using ca- 
daver blood. It must be drawn within six hours after 
death from a subject with no known infectious disease, 
and a complete autopsy must be done. When these 
conditions are met, say the Pontiac doctors in Clinical 
Pathology, “we know it can do no harm and that it 
offers tremendous potential good.”—Time, May 26, 
1961. 
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Common Problems of the Aged in 
Physical Medicine and Rehabilitation 
In a County Hospital 


An OVER-ALL dynamic program of physical medi- 
cine and rehabilitation in this institution has been 
described in a previous publication.1 The bed capacity 
consists of 3500 psychiatric patients, about 500 pa- 
tients in the General Hospital Division for acutely ill, 
about 800 chronically ill patients in the Infirmary 
Division, and about 1800 ambulatory indigent persons 
in the Infirmary. 

It is the purpose of this article to describe some of 
the following commonly encountered problems of aged 
patients that are related to physical medicine and some 
of the everyday nursing problems in the general hos- 
pital and in the institution’s infirmary for chronic 
diseases: (1) management of the older amputee, (2) 
prevention and treatment of flexion contracture defor- 
mities in neuromusculoskeletal diseases, (3) care and 
prevention of decubital ulcers, and (4) training for 
bowel control. 


Management of the Older Amputee 


We have a large number of elderly amputees, most 
of whom have amputation of a lower extremity as a 
result of occlusive peripheral vascular disease. In 
evaluating the amputee for prosthesis, we are guided 
by physiologic and not chronologic age. An older am- 
putee, in good physical condition, presents no specific 
problem in training nor use of the artificial limb— 
whether his amputation is below or above the knee— 
providing he cooperates and follows instructions. Older 
debilitated patients with bilateral knee amputations 
usually do not desire prostheses as long as they are 
furnished with wheel chairs and instructions for their 
proper care. However, amputees who can hardly walk 
with crutches, have poor coordination and balance, in- 
sufficient muscular strength and poor circulation in 
the other leg, present a real problem. These patients 
generally are not satisfied to be told that they are 
not candidates for a prosthesis, and will often insist 
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that they should be supplied with an artificial limb 
or a prosthetic device. 

In order to satisfy the desire of these patients to 
use an artificial limb, we use a provisional or tem- 
porary prosthesis for amputations below or above the 
knee.” Success in use of an artificial limb in such 
cases is doubtful because of physical and medical 
reasons. The provisional prosthesis is made from an 
old prosthesis in satisfactory condition in which the 
wooden socket is substituted by one made from plaster 
of paris. It is made and aligned by a trained orthotist 
and its cost is about 10 per cent of a regular pros- 
thesis. If routine training with this type of prosthesis 
is successful, a regular prosthesis is ordered; if not, 
the patient is usually satisfied with a wheel chair and 
will complain no longer. 

Several factors must be considered if rehabilitation 
of the elderly amputee is to be successful. First of 
all, the patient should be psychologically prepared for 
loss of one of his extremities. Plans for possible am- 
bulation with an artificial limb should be discussed 
before amputation takes place. Usually he will be 
visited by an amputee who has had training with a 
prosthesis in our department to help him make a 
decision regarding amputation. The patient’s condition 
should also be carefully evaluated by the surgeon 
before amputation takes place; if possible, the knee 
should be saved since it quite often means the differ- 
ence between walking or confinement to a wheel chair. 


We have more success in the rehabilitation of the 
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older patient with amputations below knee than with 
amputations above the knee. The length of the stump 
is important in proper fitting. In amputations below 
the knee, the length of the tibia should be from 5 to 6 
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Fig. 1. Therapist instructing 
bedridden patient 


inches with the fibula 1 inch shorter; in amputations 
above the knee, the stump should be 3 inches above 
the knee. The closer the amputations approximate 
these dimensions, the better will be the control of 
the stump. Routine postoperative care of the stump 
should follow, placing emphasis on shaping of the 
stump with a rubber reinforced Ace bandage, main- 
tenance of the range of motion and strength in the 
remaining lower extremity and the stump, strengthen- 
ing the abdominal muscles if they are weak, and early 
ambulation with crutches. 

Good hygiene of the stump is to be maintained 
during the training period and after the patient is 


discharged to his home. Frequent ulcerations of the 


stump and folliculitis at the suture line respond very 
well to whirlpool baths. 

In amputation stumps below the knee, indurated 
scars that ulcerate frequently and heal slowly with 
some degree of edema clear up satisfactorily if the 
stump is allowed to bear weight partially during walk- 
ing on a platform inserted in the socket and covered 
with sponge rubber. Weightbearing should not exceed 
10 per cent of the patient’s body weight. This inter- 
mittent pressure on the end of the stump promotes 
mechanical lymphatic drainage from the stump and 
improves the general condition of the stump. 


Some patients with amputation below the knee 
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develop painful bursitis over the head of the fibula 
from an ill-fitting prosthesis or for some other reason. 
This is difficult to manage conservatively; the condi- 
tion usually subsides with physical therapy, but recur- 


i 


ward personnel in simple range-of-motion exercises for 


rence may take place when the patient starts using 
prosthesis even with adjustment of the socket. The 
only successful treatment is surgical excision of the 
remaining portion of the fibula and adjustment of 
the socket with a new . liner. 

We have employed this method recently in two 
patients with good success. One of these patients was 
unable to walk without discomfort and went from 
one hospital to another for three years because he 
was unable to use the prostheses furnished—despite 
adjustments of the socket or prostheses. Utilization 
of the surgical approach described above contributed 
to his full physical rehabilitation. 

Even elderly patients with a colostomy can be suc- 
cessfully rehabilitated with a suction socket prosthesis 
in amputations above the knee. 


Illustrative Case 
Case 1.—A sixty-three-year-old well-built man, a laborer, 
had diabetes mellitus, had a colostomy and resection of the 
bowel performed because of carcinoma of the rectum one 
and one-half years prior to admission to our hospital. Two 
weeks later he had a mid-thigh amputation of the left leg 
for arteriosclerotic occlusion of left popliteal artery with 
gangrene of the foot. After he was given a training leg for 
about two weeks, prolapse of the colostomy was noted. 
After the colostomy was surgically corrected, the patient 
completed his training; he has now successfully used the 
suction socket prosthesis without any difficulty for the last 


six months. 
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Comment.—It should be emphasized again that 
patients who are not candidates for a prosthesis should 
always be furnished with a special type of amputee- 
wheel chair. They should be trained in its use for 
full functional independence so that they can actively 
participate in the social life of their environment. 


Prevention and Treatment of Flexion 
Contracture Deformities in 
Neuromusculoskeletal Diseases 


About half of the patients treated in this depart- 
ment are patients with neuromuscular disease. The 
majority of these patients have cerebrovascular dis- 
ease. The detailed description of the programs of 
physical therapy for such patients is beyond the scope 
of this paper. In general, it should be emphasized 
that the rehabilitation project is of long duration. 
Definitive diagnosis of location and severity of the 
brain lesions should be made before physical treat 
ment is prescribed and the medical problem adequately 
managed. Often it seems hopeless to begin treatment 
in a patient who is markedly confused, has poor 
control of bladder and bowel, poor balance, or re- 
quires the aid of two or three persons in order to 
stand up at the parallel bars. Although these attempts 
may be discouraging, they should not be stopped 
since functional recovery depends so much on the 
intensity of the daily treatment. These problems are 
usually short-lasting and often clear up with gradual 
increase in physical activities. Even though progress 
is slow and sometimes disappointing to the therapist, 
treatment should be continued for a while since the 
patient often regains much of his physical functional 
independence and should be stopped only when he 
definitely reaches a plateau in his physical activities. 
Long or short double upright braces, usually short with 
spring ankle joints, will facilitate the final stage of am- 
bulation. 

In our department, we have had good over-all 
results from the long-term treatment of patients with 
cerebrovascular disease. Some patients have returned 
to their former employment. Most of these patients 
return to their families or convalescent homes, with 
instructions to continue the previously prescribed home 
program of exercises. The remainder are transferred 
to chronic disease hospitals for custodial care, usually 
because the patient has no relatives who will accept 
him in their homes, or the involvement and disa- 
bility are too great for a relative to cope with the 
nursing problem. 

The transfer of such a patient with neuromusculo- 
skeletal involvement to a hospital for chronic diseases 
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or a convalescent home without instructions for a 
program of daily simple exercise is often disastrous. 
Quite often we receive patients from other hospitals, 


nursing homes or their own homes who have spent 


Fig. 2. Patient with provisional prosthesis 
for below-knee amputation 


months lying in bed or sitting at the bedside. These 
patients usually develop serious deformities of the in- 
volved extremities. The most troublesome of these 
are pari-arthritis, subluxation, adduction contractures 
and internal rotation of the shoulder; elbow, wrist 
and finger flexion contractures; hip and knee flexion 
contractures with external rotation; inversion and 
plantar flexion of the foot. As a result of complete 
physical dependence on 


inactivity with continual 


others, this type of patient gradually develops severe 


functional “overlay,” becomes increasingly difficult to 


handle, and usually demands more and more service. 
A fixed mental pattern develops and there may be 
little that an active physical therapy program can do 
to restore the normal range of motion in the involved 
extremities or make the patient ambulatory. 


In order to prevent these complications, the pro- 


895 





COMMON PROBLEMS OF THE AGED—OLEJNICZAK 


gram of simple exercises which was initiated in the 
Department of Physical Medicine and Rehabilitation 
is continued in the wards of the hospital or infirmary. 
The nursing staff and attendants are instructed by 
the physiatrist and the physical therapist in exercises. 
Subsequently they should see that the patient carries 
out these exercises two or three times daily whenever 
the nurse or the attendants are at the patient’s bed- 
side, washing him or attending to his other daily 
needs. Proper positioning of the patient in bed is 
also stressed. To maintain the anatomic position of 
the extremities and prevent flexion contracture de- 
formities, pillows and sand bags are used. 

A flail upper extremity should always be supported 
by a simple or special type of sling whenever the 
patient is sitting or walking. The lower extremity 
should be elevated when sitting on another chair or 
bed. Occasionally when the patient cooperates poorly, 
posterior splints with turnbuckle are used for stretch- 
ing of the contracted knee joints. Patients are always 
encouraged to continue ambulation—even if in a 


limited fashion—and other daily personal activities 


like feeding, combing the hair, and brushing the teeth 
as prescribed for quadriplegic or paraplegic patients. 

Excellent cooperation in this program has been 
given by ward personnel who feel that the addition 
of this type of assistance makes their work more 
interesting and their role more important in the 
general care of the patient. Wards with these active 
programs are visited frequently by the physiatrist and 
therapist—at which time, other related problems are 
discussed with the patients to indicate a continual 
interest in their welfare. 


Prevention and Care of Decubital Ulcers 


One of the most difficult everyday problems re- 
lated to chronically ill patients is the prevention and 
care of ischemic or decubital ulcers. The problems 
in the conservative or surgical treatment of decubital 
ulcers has been well described.* The detrimental and 
debilitating effects of decubital ulcers on the general 
physical condition (because of loss of plasma protein 
resulting in a negative nitrogen balance and the im- 
portance of its correction by a high protein diet on 
the healing process of decubiti) are well presented by 
Mulholland.* A good percentage of our patients in 
the chronic disease section of our hospital are limited 
in their functional activities because of neuromusculo- 
skeletal involvement. They are likely to spend most 
of the time in one position while lying in bed or 
sitting at the bedside and may not move because of 
physical inability or because of loss of sensation to 
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painful stimuli as a result of prolonged sitting and 
lying. Because of these factors, prevention of ischemic 
ulcers is an everyday problem. 

The most frequent areas of involvement are the 
weight-bearing bony prominences which are pro- 
tected only by skin and a thin layer of subcutaneous 
tissue, such as the sacrum, trochanters, ischial tuber- 
osities and heels; and, in more severely involved pa- 
tients, the scapulae, knees and feet and sometimes the 
entire hip regions. 

Regardless of the many hypotheses regarding the 
etiology of decubital ulcers, ischemic neurotrophic 
and metabolic factors are of utmost importance. Time 
and pressure are the most significant factors as demon- 
strated by Kosiak.° Ischemic ulcers were produced 
both by high pressures applied for a short duration 
and by low pressures applied for a long duration. 

Since living tissue is so vulnerable to ischemia, fre- 
quent relief from pressure in the critical weight-bear- 
ing areas is of utmost importance. There is no substi- 
tute for a Stryker and Foster bed in the care of para- 
plegic or quadriplegic patients, with ineticulous obser- 
vance of turning schedules and careful handling of the 
patient during routine daily nursing activities.. When 
decubiti heal, some patients may acquire use of a 
hospital bed with foam rubber mattresses, but the 
patient’s understanding of the necessity of frequent 
change in his position plays an important part in 
the prevention of ischemic ulcers. Also, wheel chairs 
should be used with cushions having 2 or 3 inches 
of foam rubber covered with plastic material. 


Many well known methods have been described 
for the conservative and surgical care of decubiti.® 
Most hospitals with a large number of chronically ill 
patients have their own conservative methods for 
dealing with decubiti. These methods include differ- 
ent chemotherapeutic agents, such as Panafil (papin 
urea chlorophyllin),7 special dressings, skeletal sus- 
pensions,’ and special air mattresses. In our conser- 
vative approach, we use dry plasma and Peruvian 
balsam, as described by Rusk® and we have obtained 
results comparable with his. The advantage of this 
method is that dressings are changed only every 
fourth day and the patient, if able, continues his 
physical activities. The results are as good or better 
than any other method we have previously employed. 
Special printed instructions are given to the ward 
nursing personnel. The general medical status of the 
patient is evaluated before this treatment is started 
and a high protein diet with supplement of vitamins, 
is usually ordered. After one or two applications of 
dry plasma and Peruvian balsam, fresh granulation 
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appears, the necrotic tissue and the infection gradu- 
ally disappears leaving a good bed for skin graft, or 
complete healing may take place. If the final stages 
of healing of the decubital ulcer progresses very 
slowly, we apply a tissue stimulant, as in the case 
of small superficial ulcers.* 

Patients with high spinal cord injuries and flaccid 
paralysis of the extremities should have the decubiti 
debrided and cleaned with dry plasma, and the sacral 
and ischial tuberosities removed, after which full- 
thickness type of skin grafts should be applied. 

Briefly then, it can be said prevention is the best 
method of care of decubital ulcers, if they exist, com- 
bined conservative and surgical treatment gives the 
best results. 


Bowel Control 


Bowel control of the patient is governed mainly by 
central and autonomous nervous system, the act of 
defecation being voluntary or involuntary. If the 
voluntary control of the central nervous system is 
removed, bowel movement will depend completely on 
autonomous control of the sympathetic and parasym- 
pathetic systems. 

Conditions affecting cortical function, like severe 
brain or cord damage from trauma and progressive 
involvement as in senility, will cause fecal incon- 
tinence. 

Bulbar level of bowel control also plays an im- 
portant part in bowel function. A defecation center 
situated in the floor of the fourth ventricle can cause 
complete inhibition or sudden evacuation of the 
bowel, depending on sympathetic or parasympathetic 
stimulus such as occurs in anger or stress. 

The spinal center of defecation being situated in 
the second, third and fourth sacral segments, assumes 
control of the bowel when cortical control is removed. 
This is most often encountered in patients with spinal 
cord injuries in whom the act becomes autonomous. 
In involvement of the sacral segments of the cord, the 
rectum and bladder are still capable of controlling 
the evacuation through the mechanism of its intrinsic 
nervous system. 

Mostly, the programs of bowel training concern 
patients with spinal cord injuries but such programs 
have also been successful in senile ambulatory patients. 
Adequate bowel control is essential for the patient 
with spinal cord injuries, not only for his feeling of 
well-being but also because of the important role it 


*Tissue stimulant ointment containing Win 13,441 (hy- 
droxymethylandrostadieneone) 1% from Winthrop Labora- 
tories. 
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plays in prevention of decubital ulcers and in per- 
mitting him to participate in social activities. 
Attempts are usually made during bowel training 
to return the patient to his pre-morbid habits with 
bowel emptying every day or every other day. Twelve 
hours prior to his expected bowel movement, the 
patient is given 2 or 3 ounces of prune juice. The 
next day, about one-half hour before the desired 
bowel movement (usually after a meal), a glycerin 
suppository is inserted into the anus past the internal 
sphincter with the patient lying in recumbent position 
for twenty minutes. The patient then attempts to have 
a bowel movement while he is in a squatting position, 
utilizing a low bedside commode or a regular toilet. 
If he is not successful, another suppository should be 
inserted and if this fails, an enema should be given 
and the program started again the next day. Dur- 
ing the waiting period, which could be from twenty 
minutes to one hour, the patient should be relaxed, 
or permitted to smoke a cigarette. Sometimes irrita- 
tion of the rectum by a gloved finger is helpful. 
The program, as described above, should be carried 
out for two weeks. Routine bowel habits are usually 
established during this period of time. Enemas should 
be avoided unless all other methods for bowel training 
have failed. Good daily fluid intake and cooperation 
of the patient is essential for successful bowel train- 
ing. Properly instituted programs of bowel training 
contribute to better general health of the patient and 
decrease the nursing work as well as the expense of 
laundering of extra linen. Problems of bladder con- 
trol are managed by our Department of Urology staff. 


Conclusion 


The most common problems of physical medicine 
and rehabilitation of the aged in Wayne County Gen- 
eral Hospital are presented and proper management 
described. The family relationship and the home 
play an important role in the final stages of rehabili- 
tation of older patients after they have suffered the 
disaster of a cerebrovascular accident lesion, an am- 
putation of an extremity, or have met other serious 
physical disability. Patients having a good home life 
and the possibility of returning home, will cooperate 
more fully, work harder in their daily program of 
physical activities, and will be more successful in the 
final stages of physical rehabilitation than patients 
who have no visitors and no prospect of returning 
home. These patients often utilize their disability as 
an excuse to remain in the hospital, thus placing an 
extra financial burden on the community. 

Early initiation of a program of physical rehabilita- 
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tion following the onset of disability is of utmost im- 
portance in the management of the elderly patient. 
The Department of Physical Medicine and Rehabilita- 
tion in this hospital has participated in the program of 
rehabilitation of many elderly patients who have 
required long-term rehabilitation and who, because of 
medical and financial reasons, could not be kept in 
private hospitals. Patients with some potential for 
rehabilitation should be screened by a_ physiatrist 
before being sent to a convalescent or nursing home 


for custodial care. 
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Central Pontine Myelinolysis 


A demyelinating disease limited to the central por- 
tion of the pons was first described in 1959 by Adams 
et al. The absence of this condition from the neuro- 
pathologic literature and from their own earlier mate- 
rial led these authors to suggest that this was a new 
disease, which they associated with alcoholism and/ 
or malnutrition. Three more recent reports have con- 
tributed four additional cases of this disease, making 
a total of eight that have now been described. 

The purposes of this report are to document eight 
new instances of this disease and to analyze its rela- 
tionship to other lesions, especially those of alcoholism 
and malnutrition. 

Demyelinating diseases are defined as those in which 
there is primary or predominant loss of myelin sheaths, 
with relative preservation of axis cylinders. The path- 
ologic process in central pontine myelinolysis con- 
forms to this definition. The lesion is limited to the 
region of the central portion of the base of the pons, 
extending symmetrically to either side of the median 
raphé. It can be recognized grossly in the fixed speci- 
men by its characteristic brown or gray granular ap- 
pearance, and its sharp demarcation from the sur- 
rounding normal white matter. In one of our patients 
who was jaundiced at the time of autopsy, the pontine 
lesion was also jaundiced, an interesting observation 
with regard to the blood-brain barrier. The destruc- 
tion of myelin, while characterized by its eventual 
breakdown to neutral fat and its removal by macro- 
phages, passes through a stage in which the material 
is PAS-positive. The axis cylinders appeared to 
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have been unaffected except in one instance by the 
process. Within the lesions there were few or no 
identifiable oligodendrocytes, although these cells were 
present unaltered in the adjacent tissues. The blood 
vessels within the lesions were sometimes dilated but 
were otherwise unchanged, in contrast to the vascular 
changes seen in Wernicke’s disease. Occasionally, re- 
active astrocytes in small numbers were found at the 
margins of the affected areas. 

The relatively large number of patients with cen- 
tral pontine myelinolysis in this series may be related 
to the large number of autopsies from which this 
material was obtained and to the nature of the autopsy 
material. In each of the hospitals the autopsy popula- 
tion contains many individuals with both gross and 
microscopic evidences of malnutrition and with clinical 
as well as autopsy evidences of diseases related to 
alcoholism. The apparent newness of this condition 
and its association with malnutrition, alcoholism and 
liver disease suggests two possibilities: (1) There may 
be a new toxic factor in alcoholic beverages that is not 
detoxified by the diseased liver, or (2) a new selective 
nutritional deficiency is permitted to develop in pa- 
tients whose diets are artificially supplemented by the 
currently available vitamin preparations. The evalua- 
tion of these speculations, however, must await ex- 
perimental production of these lesions —JAMEs W. 
Lanpers, M.D., Jacop L. CuHason, M.D., and J. E. 
GoNnzALEz, M.D., Department of Pathology, Wayne 
State University College of Medicine, Detroit Physio- 
logical Society, May 18, 1961. 
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Acute Renal Failure with Oliguria or Anuria 


A Commentary 


From THE pediatricians’ viewpoint, glomerulo- 
nephritis, either acute or chronic, ranks first numeri- 
cally as the cause of acute renal insufficiency with 
oliguria or anuria in childhood. However, the younger 
the subject, the greater the possibility that other 
causes may be implicated, which require considera- 
tion in the differential diagnosis. These causes include 
especially the vascular lesions, such as renal vein 
thrombosis, or renal cortical necrosis; the acute tubu- 
lar necrosis syndromes secondary to poisons or acute 
anoxia or, intravascular hemolytic reactions, and rare- 
ly, to renal failure associated with congenitally ab- 
normal kidneys, either alone or accompanied by 
secondary genitourinary tract infection. 

At the time of admission of pediatric subjects with 
acute renal failure, generally the complaints given 
by the parents do not focus upon the urinary tract, 
but instead center upon such non-specific complaints 
of vomiting, abdominal pain, lethargy, rapid breathing, 
dehydration, diarrhea, or pallor. Frequently, it is 
only after rehydration has been instituted that the 
absent or scanty urine output is noted, and by this 
time, edema has usually become evident. 

Although renal failure is associated with marked 
elevation of the blood urea nitrogen or non-protein 
nitrogen levels, infants and young children may have 
increases of blood urea nitrogen to 150 mg. per cent 
or even higher as a consequence of dehydration alone. 
It is thus necessary to rehydrate in a reasonable man- 
ner before concluding that anuria is renal in origin. 
As a rule, after four to six hours of intravenous 
fluids, even severely dehydrated subjects will begin 
voiding. If it is recognized that despite fluid therapy, 
the patient is not urinating then serious over-hydration 
may be prevented. 


However, when acute renal failure is detected in 
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an infant or child, a careful reappraisal of the his- 
tory to identify possible nephrotoxins or hemolysins 
is required, for certain toxins, particularly the heavy 
metals may be inactivated by appropriate therapy, 
and hemolytic anemias may be identified by knowledge 
of toxins ingested or by appropriate hematologic 
studies. 

Once the diagnosis of acute renal failure is made, 
efforts should be directed toward supporting the pa- 
tient in anticipation of a return of renal function. As 
previously noted, death in acute renal failure may 
be most frequently attributed to over-hydration, hy- 
perkalemia or secondary infection. 

The need for water is markedly reduced in the 
anuric subject, and in the absence of significant gastro- 
intestinal losses, is limited to skin and lungs only. 
Ten cc./pound/day for an infant or child is generally 
adequate for these needs. It should be re-emphasized 
that tissue catabolism continues and adds water to 
the body pool. Thus, the well-managed anuric child 
should neither maintain a constant weight nor show 
a gain but instead should demonstrate a daily weight 
loss. For example, a five-year-old should lose at a 
rate of '4 to 4 pounds of weight per day. Only 
by careful daily weights can fluid administration, 
either orally or parenterally, be planned. 

In regard to electrolyte needs, anuria is perhaps the 
only disease state in pediatrics during which main- 
tenance needs for electrolytes are nil. Despite a re- 
cent report’ advocating the prophylactic administra- 
tion of sodium salts, we have not subscribed to such 
a program and have instead reserved alkali adminis- 
tration for patients with sufficient acidosis to result 
in moderate or severe hyperpnea. In such subjects, 
alkali in the form of NaHCO, has been given to the 
point of stopping the hyperpnea. 

On the other hand, excessive accumulation of po- 
tassium is a true hazard. In anuria, the serum potas- 
sium rises at a rate of approximately 1/4 mEq./day. 
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At approximately a serum concentration of 7 mEq./ 
liter, we have begun therapy to lower the body’s cir- 
culating potassium. The sodium loaded exchange 
resins can be extremely effective in infants and chil- 
dren when administered rectally. We have utilized 
these by suspending 20 gm. or 1 tablespoon in 100 
cc. of 10 per cent glucose. Dependent upon the size 
of the subject, 20 to 100 cc. are given as a retention 
enema. With very high potassium levels, these are re- 
peated at two to four-hour intervals, and in lesser 
degrees of hyperkalemia, two to three times a day. 
A decrease of serum potassium concentration from 9 
to 4 mEq./L. has been accomplished in a 24 hour 
period in one infant by this method. For an immedi- 
ate but temporary lowering of serum potassium con- 
centrations, 3 per cent NaCl or 3 per cent NaHCO, 
is effective when given intravenously, but after one 
to two hours, reshift of potassium occurs and thus 
this is only an emergency type of procedure for use 
during impending cardiac arrest. 


The need for calories continues in the anuric child. 
We have limited the source of calories to carbohy- 
drates, and in particular to those carbohydrate foods 
which are low in potassium such as rock candy, sugar 
cubes, marshmallows, canned peaches, and canned 
cranberry sauce. Generally an intake of approxim- 
ately 2 gm. of carbohydrate/pound/day will decrease 
tissue protein utilization and prevent ketosis. The 
safety of the intravenous fat preparations has been 
suggested by a recent article’ but the earlier reports 
of hemolytic anemia and thrombocytopenia associated 
with their use prompts a note of caution. We have 
not utilized these available preparations as yet, but 
further reports may document their margin of safety. 


Unfortunately, certain pediatric patients do not have 
a rapid return of renal function and the problem of 
the need for dialysis arises. First, the physician must 
decide upon the indications for dialysis. In the limited 
experiences thus far available, it would appear that the 
pediatric subject displays a similar pattern as the adult, 
but with certain exceptions. As a rule, children tol- 
erate higher degrees of waste accumulation as reflected 


by blood urea nitrogen levels, before symptoms of 


vomiting, drowsiness, or coma supervene. The blood 
urea nitrogen then, may be a guide to the degree 
of waste accumulation, but alone need not be the 
determinant point for dialysis. By use of the cation 
exchange resins, hyperkalemia can be managed with- 
out dialysis, and rarely does hyperkalemia alone jus- 
tify dialysis. To summarize, the child with anuria 
whose mental state is deteriorating, as manifest by 
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onset of vomiting, lethargy, disorientation or, rarely, 
hyperactivity, is a candidate for dialysis. 


The previous case reports document the successful 
use of the artificial kidney in infancy and supple- 
ments earlier reports of its use in older children. 
However, what are the other means available for 
dialysis which might be closer at hand than this 
technique which requires a high degree of skill and 
experience? At the present time, the major possible 
procedures are either exchange transfusion or peri- 
toneal dialysis. 

The efficiency of exchange transfusions in removing 
sufficient quantity of bilirubin from newborn infants 
to prevent brain damage is well-known. Recently, the 
technique has been employed in the therapy of ac- 
cidental poisonings in childhood. It is difficult to be 
certain of absolute comparisons, but in one study the 
data showed? that during the two-hour procedure, 
salicylate was removed at twice the renal rate of ex- 
cretion. However, twice the blood volume of the sub- 
ject was required in the procedure. Previous studies* 
reported that dialysis by the artificial kidney removed 
salicylate at rates eight to ten times renal excretion 
values. It would appear that exchange transfusions may 
be helpful in acute poisoning to reduce blood concen- 
tration, but that the risks of hemolysis, high potassium 
content of bank blood and the opportunity for infec- 
tion outweigh the slight reduction in total body wastes 
to be effected by the technique in subjects with anuria. 


The second alternative method, peritoneal dialysis, 
was attempted in one of the subjects. In this tech- 
nique, a plastic, multi-holed tube is inserted into the 
lower portion of the abdominal peritoneal cavity, and 
fluid infused and withdrawn at intervals. Previously, 
we had used this technique with excellent results in 
one infant, reducing the blood urea nitrogen from 
140 mg per cent to 40 mg per cent over a twelve- 
hour period. However, in the present subject, the 
procedure was unsuccessful. The difficulty was due to 
inability to recover the infused fluid in this infant 
with resultant over-hydration. Whether to attribute 
this failure to an increased absorptive capacity of the 
infant’s peritoneum or to errors in technique is not 
certain. Nevertheless, the procedure is not as con- 
sistently successful as has been reported for adult 
subjects. Perhaps, newer methods such as adding al- 
bumin to the infusing solution will improve the pro- 
cedure in infants. Further exploration is needed in 
this field and potentially a useful technique for man- 
aging accidental poisoning as well as anuria may be 
developed. 
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Despite the superiority of the artificial kidney in 
dialysis, the hazards of the procedure must be con- 
sidered for each patient. In the young child, as in the 
adult, transfusion reactions, intracranial hemorrhage 
or secondary infection may occur. In addition, the 
smaller the subject, the greater the problem of blood 
volume changes between the patient and the artificial 
kidney circuit. Such changes may operate in either 
direction. If flow from the subject is faster than the 
return, then cardiovascular insufficiency may occur. 
On the other hand, excess inflow to the patient from 
the apparatus may precipitate immediate cardiac over- 
load. It can be calculated that the 500 cc. volume of 
the artificial kidney circuit is equal to 80 per cent of 
the one-year-old infant’s total blood volume, to 50 
per cent of the three-year-old child’s blood volume, 
and to lesser amounts with increasing age. Thus, 
slight imbalance in either direction may precipitate a 
fatal crisis during dialysis. It has been demonstrated 


by the succusseful use of the procedure that these 
difficulties may be overcome, but the increased prob- 
lems of small subjects requires considerable care. 

In conclusion, the combination of common sense 
medical management plus careful intervention with 
dialysis provides for the young child with anuria, the 
opportunity for acute renal insufficiency to reverse. 
In more acute situations of ingestion of toxic materials, 
the artificial kidney may be a lifesaving device. 
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Demonstration of Cerebral Arterial Thrombolysis by Fibrinolytic Agents 


Experimental arterial thrombosis has been induced 
in the pial arteries of monkeys and cats by the intra 
carotid injection of powdered pumice particles 5-40 
mu. in size. The particles damage the arteriolar en- 
dothelium and within thirty to ninety minutes progres- 
sive red (fibrin, erythrocytes plus platelets) and white 
(fibrin plus platelets) thrombi form. Photographs oi 
the cerebral thrombi are made through specially de- 
signed windows screwed into the skull, and photo- 
graphs are taken at regular intervals with a magnifying 
camera and flash assembly. Blood pressure is con- 
tinuously recorded and samples of blood before and 
after treatment are analyzed for fibrinolytic activity. 
Bovine fibrinolysin activated with chloroform in doses 
of 50 Loomis units per kg. of body weight and human 
fibrinolysin activated with streptokinase (5000 Merck, 
Sharp and Dohme units per kg. of body weight) 
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have been evaluated. Both fibrinolysin preparations 
produced clot lysis beginning within ten minutes of 
intravenous or intra-arterial injection. The human 
material activated by streptokinase was more satisfac- 
tory than the bovine material since clot lysis was more 
rapid and more consistent. After one hour, clot lysis 
was less active; after two hours, clot reformation was 
likely to occur unless an anticoagulant (heparin) was 
given concurrently. After one hour, a repeat injec- 
tion resulted in complete lysis of the clot if any re- 
mained. 

Preliminary studies in thirty-five human patients 
suffering from thrombosis of cerebral arteries and 
veins have shown promising therapeutic response.— 
JoHN S. Meyer, M.D., F. Gotou and Y. TAZAKI, 
Wayne State University College of Medicine, 1961 
WSU Symposium on Blood. 





The Foreign-Trained Intern 
In the Emergency Room 


In RECENT MONTHS, there has been an increas- 
ing number of articles in the medical literature con- 
cerning the foreign medical graduates who have been 
serving in our American hospitals. Much has also 
been written in the public press regarding the lack 
of qualifications of these foreign medical graduates 
with certain extreme instances being described some- 
what luridly. It is obvious that this has created a 
grossly distorted view of the foreign medical gradu- 
ates as a group in the minds of many. 

The Emergency Room, with its wealth of widely 
divergent traumatic cases, represents an excellent milieu 
in which to observe the foreign medical graduate and 
his interpersonal relationships with patients and their 
families, nursing personnel, residents and attending 


staff. 


The Patient—Here we have an individual who has 
been faced with the unexpected; in this case, personal 
injury. The injury may be of greater or lesser sig- 
nificance medically, but his response to the trauma 
will be affected greatly by the decisions and actions 
of the doctor in the Emergency Room—tere, the for- 
eign-trained intern. From this first encounter with 
hospital personnel, a lasting impression is created 
which may have an important bearing on the sub- 
sequent course and final outcome of the trauma. It 
is here that hospital, and in many cases medical, pub- 
lic relations begin—or end. Since this mutual en- 
counter between the intern and the patient is of such 
great importance, let us examine some of the problems 
involved. 


Communication.—The crux of the problem is com- 
munication. The foreign-trained intern, though he 
may be schooled in basic English and even medical 
terminology, is being deluged with colloquialisms both 
from patients and from his colleagues. The patient 
will soon become aware of the intern’s inability to 
establish communication with him and may unjust- 
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ly and incorrectly conclude that the doctor is incom- 
petent. This leads to an uncooperative patient. In 
turn, the foreign-trained intern may become disgust- 
ed and frustrated and proceed to errors of omission or 
commission. X-rays may not be taken or misread; 
injuries overlooked or minimized, and resident or 
staff consultation neglected. The patient and his fam- 
ily may not be told or be given an inadequate ex- 
planation—again owing to unsatisfactory communi- 
cation. This may bring on an increase in the anxiety 
and apprehension of the patient, either directly or 
through the projection of anxieties and tensions by 
the patient’s family. This vicious circle serves only 
to increase, psychologically at least, the effect of the 
trauma on the patient. 


The Family of the Patient—In considering the fam- 
ily, we find that unless they have had previous (and 
favorable) experience with hospitals, they are in- 
clined to panic and remember all of the unfavorable 
stories they have ever heard about hospitals. Hav- 
ing arrived at the hospital, they are relieved to have 
someone look after the patient, but anxiety again 
mounts while waiting to hear the doctor’s report, 
especially if they are forced to wait for some time 
because there are cases of a more serious nature being 
treated. Frequently the reason for the seemingly long 
delay is that the intern is waiting for x-ray or labora- 
tory reports. A word to the family that such is the 
case would reduce their tensions, as well as remove 
the possibility of their falsely concluding that the 
doctor is sitting around and neglecting the patient. 
Failure to do this adequately will result in a further 
deterioration of relations. Another reason we cannot 
overlook the family is that all too frequently they 
are far more upset than the patient himself, and this 
anxiety will be conveyed to the patient, to the detri- 
ment of patient-physician relationship. This family 
concern is a natural thing and often the question of 
expenses, insurance coverage, loss of time on the job, 
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and the like, will be a basic cause of their upset. 
The intern, of course, cannot help them here, but he 
can understand and take this into consideration. 


The Nurses—As a group, we can say that the 
Emergency Operating Room nurses are well trained 
and have considerable service and experience in the 
emergency room. These nurses have daily con- 
tact with the type of trauma usually seen in the 
Emergency Room and frequently have the opportunity 
to observe treatment procedures carried out by the 
various specialists. As a consequence, although they 
are not physicians who diagnose, and prescribe, they 
are none-the-less in a position to aid the intern. Often, 
this is done by a pertinent remark which may steer 
the bewildered intern in the right direction. 

At some time during their early training, most 
American doctors have come to appreciate these abili- 
ties of the nurses and have relied heavily on their ex- 
perience. Foreign-trained interns would also do well 
to listen to, and value the nurses’ experience. How- 
ever, in many of their countries of origin, women in 
general do not have the personal and/or the profes- 
sional status enjoyed by American women. As a con- 
sequence, the foreign-trained intern, at least early in 
his American experience, tends to minimize, disregard, 
or even resent the well-intentioned and often pertinent 
remarks of the nurse. This unfortunately creates fric- 
tion, undermines, and may even lead to the disintegra- 
tion of the doctor-nurse team and, of course, may 
affect the care which the patient receives in the Emer- 
gency Room. 

Another point to consider is that the nurse is re- 
sponsible for carrying out many procedures not strictly 
medical—such as inquiring into the insurance status 
or ability of the patient to pay. Today in most large 
cities there are one or more municipal hospitals serv- 
icing different sections of the city. In the case of the 
indigent patient brought into the Emergency Room of 
such hospitals, it is the responsibility of the nurse 
to determine whether or not the particular patient is 
eligible for treatment at that hospital. 


This concept of financial responsibility for patient 
care as applied to the hospital may be completely alien 
to the practices in the home country of the intern. It 
follows then, that the professional frustration felt by 
the foreign-trained intern—understandable in itself— 
may be vented upon the nurse. In turn, the Emergency 
Room nurse, after a time, ceases to offer advice 
and assistance and another vicious circle begins to 
operate. 
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The Foreign-Trained Intern and Resident Relation- 
ship—The intern-resident relationship should ideaily 
be one of close cooperation and mutual assistance. This 
relationship often falls short of the ideal when the 


intern involved is a foreign medical graduate. The 


reasons for this are not always obvious. Even though 


a resident may not have had previous personal contact 
with foreign-trained interns, the ground work for his 
attitudes has been laid by his own cultural back- 
ground and environment and by the comments of his 
fellows on their own experiences. Less obviously, the 
American resident, wrapped up in his own problems, 
may fail to consider the cultural differences and ad- 
justments previously mentioned. As a result, the for- 
eign-trained intern has been tried and found wanting 
before he even sets foot in the hospital. When the 
resident has had previous experience with foreign- 
trained interns, he generalizes from this experience and 
projects onto the incoming group the combined short- 
comings of those who preceded them. 


The foreign resident, on the other hand, has him- 
self experienced these difficulties and might be ex- 
pected to be somewhat more sympathetic towards the 
foreign intern; he would logically be the one who 
could act in a liaison capacity. This is not always 
the case—the explanation for which is three-fold: (1) 
Their individual cultural milieus are often widely di- 
vergent and may even be antagonistic. (2) Having 
passed through the difficult period of internship them- 
selves and having been accepted as peers, they fear 
identification with the training level of the foreign 
intern. (3) As the foreign resident with the passage 
of time becomes more acclimated to both the culture 
and the practice of medicine, in the United States, he 
forgets the problems which he himself faced earlier. 

Finally, both foreign and American residents often 
fail to recall their own unsureness and relative paucity 
of medical knowledge at the intern level. 

The foreign-trained intern, at least during the first 
few months of his training in the United States, is 
faced with an entirely new concept of the practice 
of medicine. During this period it is essential that he 
be more closely supervised and guided by the resi- 
dent. This will entail, many times, a conscious effort 
by the resident to be present in the Emergency Room, 
though he may have other duties elsewhere; and un- 
less this effort is made, the foreign intern may be left 
to flounder about, unsure of himself and unfamiliar 
with the routines and equipment of the Emergency 
Room. 


Two additional factors which must be considered 
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are the age and previous experience of the foreign- 
trained intern. For some, this may be their first 
experience with the doctor-patient relationship on an 
individual basis and they may need all the help that 
they can get from the resident. For others, who are 
older and who may have been in practice for several 
years in their own countries, quite the reverse may be 
true—at least, in their own minds. They may have 
encountered the particular problem many times at 
home and feel themselves quite capable of handling 
the situation in their own way without help or “in- 
terference” from the resident even though “their own 
way” may not be acceptable treatment in this country. 
The resident will shortly hear of this from an irate 
staff physician and, in turn, pass it on to the hapless 
intern in the same fashion—thus, further straining re- 
lations. The “old hand” will retort: “This is the way 
I have done it” while his younger colleague will say, 
“This is the way I was taught.” At this juncture, the 
resident must either teach the accepted practice or 
expect repetition of the same situation. 


The Resident as a Teacher.—This brings us to the 
role of the resident as a teacher, a role all too often 
overlooked or perfunctorily dismissed on the ration- 
alization that the foreign-trained interns are not in- 
terested or they would “stick around a little more.” 
Exploring this further, we find that, as previously 
noted, the resident starts off with a preconceived no- 
tion about the capabilities of the foreign-trained in- 
tern. Next, he finds that some “simple” (simple to 
him after several years of residency) case has been 
mis-diagnosed, mis-treated or perhaps an uncertain in- 
tern has called on him for assistance. The resident 
then proceeds to correct this situation, but fails to 
explain to the intern where the error occurred and 


teach him the correct procedure. Frequently, the resi- 
dent complains that he “Couldn’t teach the intern— 
he disappeared.” It sometimes happens that the resi- 
dent “chewed him out,” (perhaps in front of the 


patient or nurses) and this is, for the intern anyway, 
enough reason to “disappear.” Then too, perhaps the 
resident has a reputation for not teaching. This is not 
rare. Does the resident call the intern later to see a 
case where the cast has been placed improperly or a 
laceration poorly closed and equally does he commend 
him on a job well done? These questions could apply 
to any resident and any intern. When we add to this 
the cultural and linguistic problems and the general 
lack of consideration of these by the resident, we are 
forced to conclude that if the resident complains that 
he cannot teach because the interns have no incentive 


904 


to learn, he more than likely has not given any thought 
to the part he may have played in destroying the in- 
tern’s motivation. 


The Foreign-Trained Intern-Resident-Staff Relation- 
sbip.—Residents, by and large, reflect the attitudes of 
the staff physicians and, therefore, statements made 
regarding the foreign-trained intern-resident relation- 
ship applies basically to foreign-trained intern-staff re- 
lations. But if the residents reflect the attitudes of 
the staff, then it would appear that with individual ex- 
ceptions, the staff are the ones who set the “climate” 
of the hospital inter-personnel relationships. 

The foreign medical graduate comes to the United 
States to receive further training in medicine. By law, 
the foreign physician, irrespective of his previous train- 
ing and experience, must serve an internship in an 
approved teaching hospital. Staff members, therefore, 
are responsible for the education of both resident and 
intern, but too many shirk this responsibility or ra- 
tionalize that teaching the intern is the job of the 
resident. This is only partly true. 

In the first place, the resident, by definition, is him- 
self still in training and can learn as much or as 
little as the staff physicians are willing to teach. 
Thus, the intern in the Emergency Room calling a 
resident for consultation is, at best, getting “filtered 
experience.” The resident may decide to call the staff 
man at once. The case then changes hands. If the 
staff man decides to teach, the resident may learn 
something; but will the intern? If he is fortunate 
enough to be an intern for whom the staff man has 
some regard, he may actually be invited to participate 
in the learning experience, but in far too many in- 
stances he is present only because another pair of 
hands is needed. 

In the second place, foreign-trained intern-staff re- 
lationships are already strained for the following rea- 
sons : 

1. An unfortunately large percentage of the staff 
physicians are unwilling to devote a few hours per 
week to teaching. As one foreign-trained intern put it, 
“They are in too much of a hurry to scamper back 
to their office to see more patients, and are unwilling 
to spend even a few minutes explaining what and 
why.” 

2. Although the internship is supposed to be more 
of a practicum for the knowledge absorbed in medi- 
cal school, it is in fact, for reasons previously cited, 
far more of a “new learning” experience for the 
foreign intern and initially, at least, he is eager for 
knowledge and expects something besides “scut work.” 
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3. Many foreign-trained interns have taken two 
years of internship either because they failed the 
Educational Council for Foreign Medical Graduates 
(ECFMG) examination or because they realized that 
they could not pass the examination and did not take 
it, preferring to spend another year in preparation. 
The examination, of course, is supposed to test basic 
medical knowledge but to this must be added, “as 
taught in the American medical schools.” Failure of 
the residents and staff physician to teach increases 
anxiety and is regarded with bitter resentment. How 
can the foreign-trained intern possibly learn “the 
American way” if no one is willing to teach him? 
The residents and staff doctors argue that they are 
not medical school professors. This is true. Recently, 
however, the medical profession has evidenced in- 
creasing concern over the qualifications or lack there- 
of, of the foreign medical graduate. Yet, it is these 
same persons who so blithely fail to accept the re- 
sponsibility which they, of their own volition, incur 
when they accept foreign medical graduates as in- 
terns and residents. 

It seems also that many regard the foreign-trained 
intern as a cheap and useful convenience and con- 
sider his future of no concern to them. What little 
twinges of conscience they might have about not 
teaching American interns rapidly falls by the way- 
side when the foreign-trained intern comes along. 


Conclusions 


The purpose of raising these issues has not been 
to condemn American hospital attending staffs and 
residents per se, but to demonstrate via the foreign- 
trained intern serving on Emergency Room service, the 
underlying cause of the “vicious circle’—the effects 


of which are familiar to the entire medical profession 
in America. 

Although the requirements of certification will, in 
large part, do away with many of the problems which 
have inadequate medical education as their base, we 
shall, as long as we accept foreign medical graduates 
into our training hospitals, continue to be faced with 
the misunderstandings created by cultural and linguis- 
tic barriers. 

We offer no easy solution; the problem is far too 
complex for that. We do, however, suggest that a 
serious effort in the direction of assistance for, and 
acceptance and understanding of, the foreign medical 
graduate—both personally and professionally—will go 
a long way toward reducing many of these conflicts. 


Summary 


Emergency Room rotation is frequently emphasized 
as that portion of the internship in which the intern 
assumes the greatest amount of direct responsibility 
for patient care. An attempt has been made to ana- 
lyze the problems encountered by the foreign medical 
graduate in the setting of the Emergency Room. It 
is noted that these basic problems cannot be isolated 
within the Emergency Room itself. Rather, the in- 
timacy of the Emergency Room provides, in effect, 
a microscopic view of the problems found on all other 
hospital services, and the conclusions drawn also ap- 
ply to these other departments to a greater or lesser 
degree. Analysis of the problem showed that the 
difficulties are primarily based on: 


1. Inability of the foreign medical graduate to 


communicate adequately. 


2. Problems of adjustment and acculturation. 


5 


3. Intern-resident-staff relations. 





SS Hope Successful 


“In its first six months of operation in the Island 
nation of Indonesia, the success of the SS Hope J 
has been outstanding,” according to William B. Walsh, 
M.D., president and founder of Project HOPE. 

Dr. Walsh reported the vessel has made nine stops 
to help teach and train Indonesian medical personnel. 
American medical personnel have performed 600 op- 
erations and seen 16,000 patients, both aboard the 
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floating medical center and at shore-based facilities. 

“One of the main purposes of the Hope's visit to 
Indonesia, and any other nation to which it will go 
in the future,’ Dr. Walsh said, “is to up-date the 
medical knowledge of the local people. In this respect, 
800 classes, lectures, seminars and meetings were held 
in the classrooms and lecture halls aboard the ship 
during this first six months.” 





Outpatient Use of Librium in 
Psychiatric Disorders 


T HE RAPID DEVELOPMENT of the psychothera- 
peutic drugs over a very short period of time has 
resulted in a near over-abundance of chemical agents 
available for the treatment of certain types of psychic, 
emotional and character disorders, from mild to se- 
vere and even vegetative. Nevertheless, this seeming 
plethora can be reduced for practical purposes to less 
than a handful, actually to two basic groups: the 
psychic energizers, which are primarily amine oxidase 
inhibitors, and the tranquilizers, principally reserpine, 
meprobamate or phenothiazines. 

It would seem that a saturation point has been or 
must soon be reached in the effectiveness and multi- 
plicity of different forms of these primary groups. 
When this occurs, still another name added to the 
list is usually greeted by the practitioner with a yawn 
and laboratory research is oriented away from further 
“molecule manipulation” and more strongly toward 
the development of a compound possessing new quali- 
ties and greater effectiveness for the same or similar 
indications. When claims for such a compound are 
first made, there is inevitably a certain amount of 
skepticism expressed by clinicians, who (1) may doubt 
that the drug is essentially different, (2) are under- 
standably loath to abandon already proven, if not 
perfect, medications, and (3) are from experience wor- 
ried about toxic and side effects from a relatively un 
known product. 

Prior to our use of the drug, we entertained all 
of these reservations with respect to Librium. It was 
considered, however, that if proper care were taken 
to observe undesirable reactions, the opportunity to 
evaluate its comparative therapeutic effect outweighed 
any question as to its unique chemical structure. In 
addition, both laboratory and clinical studies revealed 
a very low and apparently dose-related incidence of 
side effects,1 and the drug’s effectiveness as reported 
in fourteen published papers? indicated compensation 
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in the patient for the omission of older medication 
that otherwise would have been employed during the 
trial period. Finally, only patients who had been 
checked and found in good physical condition would 
be made a part of the trial series. 

With these conditions satisfied, it was decided to 
apply Librium in a number of individuals with psy- 
chiatric disorders, and since they were out-patients, 
to exclude from the series any patient who could be 
considered acutely psychotic. 


Method and Material 


Over a four-month period, forty-six male out- 
patients, aged twenty-three to sixty-three, were treated 
with Librium, a few after hospitalization for very 
short periods. Thirteen patients were psychotic and 
all were checked physically and found to be in good 
physical condition, with normal findings in routine 
blood examinations and urinalyses. These physical 
examinations, complete blood counts and _ urinalyses 
were repeated every two weeks during treatment. 

For at least ten days before Librium was started, the 
patients were without any medication, and displayed 
the following signs and symptoms for which the drug 
seemed to be indicated: agitation, anxiety, tension, 
worry, fear, apprehension, panic state, anxious expec- 
tation, hypochondriacal ideas, elation, sadness and (oc- 
casionally) unpredictable behavior. For purposes of 
generalization, the patients were classified into three 
groups: (1) psychoneurotic, (twenty-eight) with anxi- 
ety, phobic or dissociative reactions, (2) psychotic, 
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(thirteen) involutional and schizophrenic, schizo-affec- 

tive, and (3) cyclothymic personality, (five). 
Duration of therapy was two to four months, with 

starting doses (10 mg. b.id. to 10 mg. q.id.) con- 


during the early stages of treatment. They consisted 
of drowsiness with ataxia in ten patients, drowsiness 
alone in four, constipation in eleven and increased 
appetite in nine. All of these mild side effects dis- 


TABLE I. RESULTS OF TREATMENT WITH LIBRIUM 
(46 Patients) 


Daily Dosage (mg.) 


Diagnosis 
Initial 
Psychoneurotic disorders 
Anxiety reaction 30 
Phobic reaction 30 
Dissociative reaction 30 
Psychotic disorders 
Involutional 20-30 
Schizophrenic, schizo-affective 20-40 
Personality disturbance 
Cyclothymic 30-40 


Totals 


*Minimum duration was 2 months. 


tinued for from one to three weeks and maintenance 
doses (10 mg. b.id. to 10 mg. t.id.) for the re- 
mainder of treatment. The most common daily doses 
were 30 mg. initially and 20 mg. thereafter. 

The patients were observed and questioned periodi- 
cally to determine the appearance of any toxicity or 
side effects from the drug. 


Results 


Judged on the basis of our experience with other 
drugs, together with post-treatment absence or di- 
minution of the previous signs and symptoms of ill- 
ness noted above, Librium was therapeutically effec- 
tive in thirty-eight (83 per cent) of the forty-six pa- 
tients, with pronounced benefit in twenty-nine or 63 
per cent (Table 1). 

Of twenty-eight patients with psychoneurotic dis- 
orders, eighteen achieved good results, six fair, and 
only four failed to respond favorably. 

Good results were obtained in eight of the thirteen 
psychotics, fair in two, and none in three. If only 
those with involutional reactions are considered, how- 
ever, seven out of eight improved, six markedly. 

There was good therapeutic effect in three of the 
five patients presenting cyclothymic personality dis- 
turbances, fair in one and no effect in one. 

Repeated examinations revealed no adverse effects 
on the patients’ physical condition and bi-weekly blood 
counts and urinalyses remained within normal limits 
throughout the study. 

Side effects were all very mild and experienced only 
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Duration | Main-* 
(Weeks) | tenance | Good! Fair | None 


Therapeutic Effect Total 
- No. of 
Patients 


20 
20 
20 


20 
20-30 


20 


appeared in a few days during adjustment to the 


medication. 


Comment 


Quite apart from the relatively high percentage of 
effectiveness for a psychotropic drug, the results with 
Librium were qualitatively such as to dissipate our 
initial reservations concerning its uniqueness of ac- 
tion: we did indeed find it to be a new and “different” 
drug. The prompt and sustained remission of symp- 
toms was often dramatic, an effect which was equally 
apparent to the patient released from his anxiety and 
fears and, objectively, to the observer—the previously 
resistant individual being readily approachable through 
clearer insight into his problems. Patient enthusiasm 
for the drug rendered treatment progressively simpler. 
It is difficult to attribute this salutary response merely 
to a placebo effect of a new drug since improvement, 
once achieved, was sustained over the two-month to 
four-month periods of treatment. The lifting of ten- 
sion, agitation and apprehension and the disappearance 
of hypochondriasis and unpredictable behavior were 
both unequivocal and persistent. 

A point of interest is the fact that the incidence 
of improvement was approximately of the same mag- 
nitude in the three diagnostic groups under study. 
Since the mechanism and site of action of Librium 
are as yet undetermined, this fact is academically pro- 
vocative, but is clinically useful in that it indicates the 
wide range of applicability of this drug. 

Another aspect of our experience with Librium 


907 





LIBRIUM IN PSYCHIATRIC DISORDERS—KOZLOWSKI 


which may appear to be incidental but has important 
implications for the clinician, is the fact that any 
qualms we may have felt as to the safety of the drug 
turned out to be completely unfounded. Only the 
mildest of side effects, and these temporary, were 
encountered. 

Since the dosage schedules were all within the recom- 
mended range for mild to moderate anxiety and ten- 
sion,? our observations do not of themselves apply 
to the higher doses—double the ones employed—sug- 
gested for severe cases. At the same time, it may be 
that with the latter the results would have been even 
better in some of our more difficult patients. It would 
also appear that with higher doses, ambulatory pa- 
tients should be carefully counseled as to the possible 


occurrence of ataxia and drowsiness. 


Summary and Conclusions 


1. Over periods of two to four months, Librium 
in dosages recommended for mild to moderate illness, 
was found to be therapeutically effective in thirty- 
eight (83 per cent) of forty-six male patients with 


psychoneuroses, psychoses and personality disturb- 
ances. Marked benefit was noted in twenty-nine, or 
63 per cent. 

2. Bi-weekly blood counts and urinalyses remained 
within normal limits throughout the study. 

3. Side effects of ataxia, drowsiness, constipation 
and increased appetite were reported, but all instances 
were mild and disappeared during adjustment to the 
medication. 

4. It is concluded that Librium was a useful medi- 
cation in helping patients to obtain better emotional 
balance and insight, especially the psychoneurotic pa- 
tients and those presenting signs and symptoms of in- 
volutional reaction. Its persistent beneficial effect in 
patients who responded well is especially noteworthy. 
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Ribicoff Afraid of Debate? 


Battle Creek Enquirer-News, May 22, 1961 


Abraham Ribicoff, secretary of health, education 
and welfare, owes the American Medical Association 
—and the public—a better explanation than he has 
given so far for accepting and then rejecting an AMA 
challenge to debate the issue of financing health care 
costs of the aged. 

In a recent letter to Mr. Ribicoff, Dr. F. J. L. 
Blasingame, AMA executive vice president, accused 
Mr. Ribicoff of unjustly criticizing the medical pro- 
fession and making misleading claims about the Ken- 
nedy administration’s new health insurance plan for 
the aged. The AMA contends that the measure, 
known as the King bill, is nothing more than so- 
cialized medicine. Mr. Ribicoff says it is not. 

The AMA certainly has logic on its side in saying 
that this controversy has confused the public. In its 
letter to Mr. Ribicoff, the medical association said, 
“It is our hope that Mr. Ribicoff will agree to a na- 
tionwide (televised) debate to end the continuing 
claims and counterclaims concerning the administra- 
tion’s proposal.” 

In his reply, Mr. Ribicoff apparently agreed on 
this point, for he advised the AMA that “I think it 
highly desirable that there be a full discussion of this 
important issue so that the public may be fully in- 
formed of the facts.” 

The AMA went into action immediately and se- 
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lected Dr. Edward R. Annis of Miami as its spokes- 
man. Mr. Ribicoff then refused to debate the issue, 
arguing that he should be permitted to choose his 
own opponent. 

It must be admitted that the AMA rolled out its 
biggest gun in selecting Dr. Annis, who is a skilled 
and most articulate logician as well as a fine doctor. 
Dr. Annis recently debated Walter Reuther and Sen. 
Hubert H. Humphrey (D-Minn.)  separately—al- 
though he probably could have taken on both simul- 
taneously—on medical care plans. There is little 
doubt that both Mr. Reuther and Sen. Humphrey, 
who are also veterans of debate, were quite surprised 
to discover a doctor who could stand up to them in 
argument. 

In view of this, Mr. Ribicoff’s trepidation in con- 
fronting Dr. Annis may be understandable, but it is 
not excusable. He has been challenged to debate a 
vital issue. He has refused on the most specious of 
grounds. Is he afraid to lay his case for the King 
bill before the public where it can be examined by 
a recognized expert on the subject? It seems that he is. 

Congress should take full cognizance of this inci- 
dent. If Mr. Ribicoff will not face the AMA chal- 
lenge, then it must be assumed that there are hidden 
weaknesses and, perhaps, perils in the bill that should 
be exposed forthwith. 
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The Repeat Shirodkar Operation 


Ir HAS BEEN very interesting for obstetricians in 
the past decade to observe the discovery of a new 
clinical syndrome—the incompetent internal cervical 
os, and to participate in the development of efficient 
methods of treatment. There is still little agreement 
as to the best method of handling these cases. | 
would like to report a new way of managing this 
problem: namely, repeat Shirodkar procedures in 
the same patient with vaginal delivery each time. 
To my knowledge, this method of treatment has not 
been previously reported, although it has been used 
for some time by myself and several other Detroit 
obstetricians, as well. It has definite advantages over 
other methods, and in my opinion deserves wider 


use. 


Case Report 


Mrs. A. P. (Case No. A-41048) was a twenty-vear-old 
P.G,A, who first came to the office on July 28, 1958, 
with a chief complaint of amenorrhea, her last menstrua 
period having been on June 1. She stated that she hai 
had two previous miscarriages, one at three and one-half 
months in 1952 and the other at four and one-half months 
in 1953. Both pregnancies were confirmed by a physician, 
but neither time did she have a dilatation and curettage 
Pelvic examination now disclosed the uterus to be slightly 
enlarged and softened, and a Kupperman test was positive 
A diagnosis of normal intra-uterine pregnancy was made 
with an expected date of confinement of March 11, 1959 
She did not return again until October first, at which time 
the cervix appeared non-effaced and non-dilated; on October 
22 the cervix again appeared normal. 

However, on October 27 (now twenty-one weeks preg- 
nant) she complained of mild lower abdominal cramps and 
a watery discharge; she was examined and the cervix was 
4 cm. dilated and completely effaced with the membranes 
bulging at the external os. Despite immediate hospitalization 
and a Shirodkar procedure the next day using polyethylene 
tubing, she developed a purulent vaginal discharge on the 
nineteenth postoperative day and went into premature labor. 
After the suture was cut, she promptly delivered a one-pound 
fetus which lived only a few hours. She returned on No- 
vember 2, 1959, again pregnant, stating that her last men- 
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strual period had been on September 11. On November 9 
she began spotting vaginally and was treated with bed rest 
and one of the oral progesterones* 10 mg. b.i.d.; this was 
reduced to 10 mg. daily in four weeks, and then to 10 mg 
every other day for another four weeks. At nineteen weeks 
of gestation, she was admitted to the hospital for a Shirodkar 
procedure (a double ligature was used—one of polyethylene 
tubing and also a Mersiline ribbon). Her prenatal course 
was normal thereafter until the thirty-second week when 
she went into premature labor. She was hospitalized, both 
ligatures were cut, and in one hour she was delivered 
vaginally of a normal two-pound fourteen-ounce boy who 


survived 
Discussion 


Diagnosis.—If one is aware of this still-rare condi 
tion, diagnosis presents little difficulty. It is best made 
from the typical history and/or observation of the 
cervix during the strain of pregnancy. X-ray methods’ 
are difficult to perform and interpret, are time-con- 
suming, and unnecessarily expose the patient to irri- 
diation. Ability of the non-pregnant internal os to 
pass a No. 8 Hegar dilator without pain should be 
unly confirmatory and not the main point in diagnosis 
(especially since these cases are best repaired during 


subsequent pregnancy, anyway) 


Repair.—Corrective surgery for this condition is 
best done during each successive pregnancy. These 
patients must be watched closely (weekly) from the 
twelfth to the twenty-tourth week even if they have 
had a previous Lash procedure (failure of the Lash 
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with the need for secondary repair during pregnancy 
has occurred®). Further, surgical correction during 
pregnancy is much easier than the Lash, there is 
much less blood loss and operating time, and one 
need not worry about secondary infertility or cervical 
stenosis with hematometra from a too-tight repair. 
Another problem is the increased mobility of patients 
nowadays. What if the patient moves and forgets to 
notify her new obstetrician that she has had a 
permanent type of repair? Rupture of the uterus® 
and death of the patient from complications* have 
already been reported in patients during labor with 
permanent cervical repairs. If the suture is removed 
each time prior to delivery by the same physician 


who inserted it, there is no such danger. 


Delivery —These babies are best delivered vagi- 
nally and cesarean section should not be used. They 
are often premature® in spite of corrective surgery, 
and vaginal delivery is safer for them. Also, after 
the suture is cut, labor is typically rapid and easy 
for the mother and child. Further, in these days of 
rising section rates (largely due to increased numbers 
of repeats) one should try to avoid unnecessary pri- 
mary sections. Finally, if a permanent type of cer- 
vical repair were used, how would premature labor 
“or abruptio” at (say) thirty weeks’ be handled? 
With a removable suture, this is no problem. 


Type of Operation—The best type of operation 
to use during pregnancy is still controversial. There 
are two methods of surgery used: namely, various 
types of the Shirodkar procedure,?* and “bridge” 
tracheloplasty.1 At first, many surgeons were elevat- 
ing the bladder flap to place the purse string suture 
(in the Shirodkar); lately in my hospitals, the 
tendency has been toward a simpler procedure such 
as the McDonald technique.® This is much easier 
and causes less scarring, blood loss and operating 
time. Preferences for suture materials still vary, 
although polyethylene and Mersiline are most popular 
now. In my opinion, more attention shou'd be paid 
to the postoperative care of these patients. Definite 


restriction of out-of-house activity, proscription of 
intercourse, the use of maternity garments, antibiotic 
vaginal creams, and daily rest periods—all are help- 
ful in prolonging pregnancy. Perhaps the trachelo 
plasty advocated by Baden and Baden! will yet 
become the treatment of choice. However, it is not 
known yet whether this procedure can be repeated, 
and how it compares with the Shirodkar in strength, 
rate of postoperative infection, and percentage of 
success. It certainly has the advantage that the pa- 
tient’s own (cervical) tissue is used in the repair, and 
not a foreign substance, however bland. 


Summary 
1. A case of repeat Shirodkar procedure in suc- 


cessive pregnancies in the same patient is reported. 
9 


Repair during each pregnancy with subsequent 


vaginal delivery after removal of the suture is recom- 
mended as the treatment of choice in this type of case. 

3. The best type of surgical procedure to use is 
still unknown; however, at the present time, I favor 
the Shirodkar procedure using polyethylene tubing 
with black silk threaded inside it. 
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Discovery that body cells which produce bone can 
also produce cartilage or fibrous tissue is announced 
by the Easter Seal Research Foundation. The project 
has been supported by a grant from the Easter Seal 
Research Foundation of the National Society for Crip- 


pled Children and Adults. A research team at 
Columbia—Presbyterian Medical Center in New York 
found in a series of experiments that it is possible to 
grow fibrous tissue and cartilage as well as bone from 
bone cells. 
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Jet Age Medicine 


The medical profession of 1961 with its independent type of 
practice as it exists in America today, is making strides in esearch, 
facilities and in abilities, and movng just as fast in our very strictly 
important field of knowledge as the transportation, communication 
and engineering facilities which astonish the rest of the world. The 
nuclear science age has contributed its help to medicine. These 
various fields have made possible the mysterious and marvelous 
surgery we all know could never have been done even two or three 
years ago. 

All of these things cost money—actually they cost wages. They 
have produced an increasingly healthy and capable generation of 
people who will live longer and whose working potential has made 
it possible to produce all the services, appliances, supplies and de 
mands which we need. 

Unfortunately, we still have an increasing number of unemployed 
—by choice or necessity. At any rate fewer people are constantly 
expanding production facilities to the point of eliminating actual 
need in any area in the United States. Our Agricultural Depart- 
ment, or the government is hoarding increasing reserves that would 
feed us for several years. 


Modern Science Progresses 


One item, transportation, shows that we are living in a constantly 


changing age. Jets are now taking us all over the world at the speed 
of sound and more. Communications have increased so avidly that 
if we have the telephone numbers and the key, we can call anybody, 
anyplace, from our own dial telephone. A T & T is actually trans- 
ferring messages around the world by bouncing them off the 
“ECHO.” A T & T has asked the federal authorities for permission 
to put 30 of those “moon” satellites in orbit so as to complete its 
communication facilities. All this accomplishment is the result of 
education, research, and study in our college and university centers. 


Education We Must Afford 


The needs of education in general have greatly increased during 
the years for a very simple reason. We have a great mass of new 
knowledge, facts, facilities and accomplishments which must be taught 
to our young people before they are able to take over the administra- 
tion, guidance and function of our society. 

In every field of endeavor, new discoveries and research have 
pointed the way for more intensive education, for greater numbers. 
The state of our colleges testifies to this fact with their phenomenal 
growth. The state-supported universities: The University of Michigan 
ferring messages around the world by bouncing them off the moon 
education, research and study in our college and university centers. 
and Michigan State University have been with us a long time. Wayne 
State University which has recently been taken over by the state, 
was formerly supported by the Detroit Board of Education. This 
makes three great state-supported Universities each with registrations 
crowding the 25,000 mark. Each has its own separate board of 
administrators. 

Three other colleges have assumed University status under the ad- 
ministration of the State Board of Education: Western Michigan Uni- 
versity in Kalamazoo, Eastern Michigan University at Ypsilanti, Cen- 
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tral Michigan University at Mount Pleasant. Each of 
these have now nearly 10,000 students. All six institu- 
tions recently announced limitations of admissions, and 
increases of tuition. 

Another problem Michigan is facing will greatly 
affect the medical profession. For many years, there 
has been agitation for more medical graduates, charg- 
ing the profession with holding down numbers. Much 
MSMS effort over a number of years provided for an 
increase of 75 to 125 doctors to be graduated from 
Wayne State University each year. The entering 
class, 1958, was authorized to accept an additional 
25 students. These were cancelled suddenly, applying 
to the entering class in 1962. The medical profession 
and the people will suffer because these 25 young 
prospective doctors will fail to start their course this 


fall. 


Private Industry 


Through private industry, the United States has 
been able to provide all of its mechanics, housing, 
food, clothing and health needs and leave a reserve. 
This has been done by paying salaries and wages. 
About 72 per cent of the cost of operating a hospital 
is wages. That same figure holds, generally, for all 
medical and health services. Labor has complained 
that medicine and health insurance is pricing itself 
out of reach and that costs are too high. This is not 
true. The costs are high, but we are living in a jet 
age where all other costs are just as high. Medical, 
health and hospital services will compare with all 
the others in the matter of increased costs. 

How many of our critics, whether labor or indus- 
try or the Insurance Commissioner, would have us go 
back even five years in our facilities? 

One question is most important: “Is what we are 
doing worth it?” If it is, the public will meet those 
costs as it doés all others. If anyone actually believes 
otherwise, all he needs to do is to follow through 
with the proposed legislation now in Congress, putting 
medical and hospital care under the Social Security 
program. There would be no further advance in the 
skills and in the research as soon as we put this whole 
program within the jurisdiction and administration of 
political bureaucrats in Washington. 

England went through this about 15 years ago and 
in that length of time, they have constructed only one 
new hospital of 35 beds. Anybody under that program 
who needs elective surgery must wait from 15 months 
to two years. Only emergencies are taken care of im- 
mediately and the cost of the plan over there has 
increased five times as much as was anticipated. Doc- 
tors available for services have gradually decreased— 
some moving elsewhere, others not going into medical 
training. 
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Comparative Costs and Coverages 


Certificates of Michigan Blue Shield coverage of 
“over 65” persons have been authorized and sold for 
about two years. After the passage of the Kerr-Mills 
Bill by the federal Congress in the summer between 
nominations and elections last year, these contracts 
became more operable. The Michigan legislature im- 
mediately adopted the necessary laws allowing the 
Michigan eligibles to benefit, and provided that serv- 
ices and benefits correspond to Michigan Blue Shield 
and Blue Cross. This law is administered by the 
Michigan Department of Social Welfare. 

Michigan’s policies for “over 65” persons went into 
more favorable acceptance. They cost each person 
$8.47 per month, or $101.96 a year ($5.23 Blue Cross, 
$3.24 Blue Shield per month). These rates have not 
been changed by the recent adjustments. They furnish 
subscribers the Blue Cross-Blue Shield coverage of 
the $2,500 Plan A, M-75 contract. This includes, at 
this income level, 30 days in hospital, medical care, 
surgery, anesthesia and first aid. The usual Class Il 
benefits under the M-75 program are also included. 
No obstetrics or maternity benefit is provided. The 
Blue Cross contract is a 30-day contract. Under this 
hospital contract, each member pays the first $25, 
or 20 per cent of the first $500 of each hospital bill. 

Now compare this with the King-Anderson Bill 
(HR 4222) being pushed by the Administration as 
hospital and medical coverage for the beneficiaries of 
Social Security—this to be added to Social Security 
for every beneficiary no matter what his income. Actu- 
ally what will be given, under rigid restrictions is 90 
days hospital care, the patient to pay the first nine 
days at $10 a day, with a minimum of two days. 
If the patient is to have diagnostic care he must pay 
the first $20. New admissions after 90 days must be 
considered as new cases. 

Under this plan the patient could pay $110 for each 
hospitalization. For very limited services he will have 
paid almost one month’s charges more than Blue Cross- 
Blue Shield’s yearly charge. 

One hospitalization experience will demonstrate to 
the beneficiaries that they have been sold down the 


river. 





SERVICE TO ALL 


“Tet us continue to provide for all citizens, irre- 
spective of age, the privilege to die on their feet and 
not to live on their knees.” 

That is the closing statement made by Frederick C. 
Swartz, M.D., Lansing, chairman of the AMA Com- 
mittee on Aging, in the April number of “Michigan 
Challenge,” publication of the Michigan State Cham- 
ber of Commerce. 
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Annual Session Speakers, I96I 


2. E. Aecerter, M.D. Wm. Avtemerer, M.D. Ivan C. Bertren, M.D. R. J. Brine, M.D. M. R. Caro, M.D. W. S. Derrick, M.D. 


P. Dopp, LL.B. W. G. Fox, M.D. S. B. Gusserc, 


ike 


C. D. Haacensen, M.D. L.C. Hampson, M.D. E. R. Harretr, M.D. C. V. Hopees, C P. Huser, M.D. 


ie 


F. D. Latnrop, M.D. G. S. Lopwick, M.D. L. C. McGee, M.D. A. D. McLacuun, M.D. N. F. Mitter, M.D. Joun H. Moyer, M.D. 


f *N 


M. J. Necutow, M.D. H.R. Rercuman, M.D. B. R. Straatsman, M.D. H. H. Stryker, M.D. T. A. Warrers, M.D. J. L. Wrson, M.D. 
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Michigan State Medical Society 


The Ninety-Sixth Annual Session 


Pantlind Hotel-Civic Auditorium, Grand Rapids 
September 27-29, 1961 


ANNUAL SESSION INFORMATION 


® DIRECTORY 


Headquarters—Pantlind Hotel—Civic Auditorium, Grand 
Rapids 


Registration—For Scientific Session: Tuesday, Septem- 
ber 26 through Friday, September 29, in Civic Audi- 
torium Exhibit Hall. 

Hours: 

Tuesday, September 26—10:00 a.m. to 5:00 p.m. 
Wednesday, September 27—8:00 a.m. to 5:00 p.m. 
Thursday, September 28—8:30 a.m. to 5:00 p.m. 
Friday, September 29—8:30 a.m. to 1:00 p.m. 


News Rooms—For Scientific Session—Room fF, and 
Vandenberg Room, Civic Auditorium. 


Woman’s Auxiliary Headquarters—Pantlind Hotel. 


Michigan State Medical Assistants Society Headquarters 
—Occidental Hotel, Muskegon 





MSMS HOUSE OF DELEGATES 
BALLROOM, PANTLIND HOTEL, 
GRAND RAPIDS 


Registration: 6:00 p.m., Sunday, September 24, 
Lobby of Pantlind Hotel 


First Meeting: Sunday, September 24, 8:00 p.m. 
Second Meeting: Monday, September 25, 9:00 a.m. 
Third Meeting: Monday, September 25, 8:00 p.m. 
Fourth Meeting: Tuesday, September 26, 9:00 a.m. 
Fifth Meeting: Tuesday, September 26, 8:00 p.m. 
Delegates’ News Room: Room 138, Pantlind Hotel 











® CHECK ROOM—Civic Auditorium 


© POSTGRADUATE CREDITS ARE GIVEN TO 
EVERY MSMS member who attends the Annual Session. 


® NO REGISTRATION FEE FOR MEMBERS OF 
MSMS AND OTHER STATE MEDICAL ASSOCIA- 
TIONS, AMA, AND CANADIAN MEDICAL ASSO- 
CIATION. 

Admission will be by badge only to all Scientific As- 
semblies, Section meetings, and the Exhibition. Please 
present your MSMS or other State Medical Association, 
AMA, or CMA membership card to expedite your regis- 
tration. We wish to save your time. 
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SECTION MEETINGS 


WEDNESDAY, SEPTEMBER 27 
Dermatology-Syphilology 
General Practice 
Medicine 
Obstetrics-Gynecology 
Public Health and Preventive Medicine 
Surgery 
Urology 


THURSDAY, SEPTEMBER 28 


Anesthesiology 
Gastroenterology-Proctology 
Nervous and Mental Diseases 
Occupational Medicine 
Ophthalmology 
Otolaryngology 

Radiology 


FRIDAY, SEPTEMBER 29 


Pathology and Radiology 
Pediatrics 











® MICHIGAN DOCTORS OF MEDICINE, in prac- 
tice but who are not members of MSMS, if listed in 
the American Medical Association Directory, may register 
as guests upon payment of $25.00. This amount will 
be credited to them as dues in the Michigan State Medi- 
cal Society, FOR THE BALANCE OF 1961 ONLY, 
provided they subsequently are accepted as members by 
the county medical society in whose jurisdiction they 
practice. 


® TELEPHONE SERVICE—Special lines to handle 
local and long distance telephone service for registrants 
at the MSMS meetings are available in the Civic Audi- 
torium just outside the Black and Silver Room: 
GLendale 1-9156: GLendale 1-9751, GLendale 1-9313. 
The telephone number at the Pantlind Hotel is 
GLendale 9-7201. 


® GUEST ESSAYISTS are very respectfully requested 
not to change time of their lectures with another speaker 
without the approval of the Assembly Chairman. This 
request is made in order to avoid confusion and dis- 
appointment on the part of members of the audience. 


© TRANSPORTATION—The C & O Streamliners af- 
ford a convenient means of transportation to the MSMS 
Annual Session in Grand Rapids for hundreds of phy- 
sicians located in the Detroit-Lansing area of the State. 
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NINETY-SIXTH ANNUAL SESSION 


© PARKING—Metered parking on the streets sur- 
rounding the Pantlind Hotel and Civic Auditorium. 
Outside lots are available as follows. 

. Rear of Rowe Hotel (two blocks from Pantlind 
Hotel). 
Campau Avenue parking lot (one and one-half 
blocks from Civic Auditorium). 
3. Opposite Civic Auditorium. 
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® THE HOUSE OF DELEGATES NEWS COMMIT- 
TEE is composed of: J. J. Lightbody, M.D., Chairman, 
Detroit, H. F. Falls, M.D., Ann Arbor, C. A. Payne, 
M.D., Grand Rapids, D. Bruce Wiley, M.D., Utica. 


© H. G. Benjamin, M.D., 
Grand Rapids, is Chairman of 
the Committee on Arrange- 
ments for the 1961 Annual 
Session. 


s 


H. G. Benysamin, M.D. 


® David Kahn, M.D., Lansing, 
is Chairman of the Program 
Committee for the 1961 Annual 
Session. 


Be. 


Davin Kaun, M.D 


© J. R. Lentini, M.D., Grand 
Rapids, is Chairman of Scien- 
tific Exhibits. 


J. R. Lentint, M.D. 





INFORMATION OF PRACTICAL VALUE 
IN DAILY PRACTICE WILL BE FOUND at 
the Michigan State Medical Society Annual Ses- 
sion. All subjects on the MSMS Annual Session 
Program are applicable to clinical medicine. They 
stress diagnosis and treatment in everyday practice. 














MICHIGAN MEDICAL SERVICE MEMBERS’ 
SCHEDULE 
(Coincident with MSMS House of Delegates) 
Pantlind Hotel, Grand Rapids 
Tuesday, September 26, 1961 


12:30 p.m.—Reception, Kent State Room 
1:00 p.m.—Luncheon, Kent State Room 
2:00 p.m.—MMS Annual Meeting, Ballroom 


All MSMS Delegates are Members of Michigan 
Medical Service corporation and are expected to 
attend the MMS luncheon and annual meeting. 
The MMS annual meeting is open to ALL mem- 
bers of the medical profession, who are cordially 
invited to attend. 








@ COMMITTEE ON PROGRAM— David Kahn, M.D., 
Lansing, Chairman; Charles M. Bell, M.D., Grand Rap- 
ids; Robert E. L. Berry, M.D., Ann Arbor; Hugh W. 
Henderson, M.D., Detroit; Howard Robinson, M.D., 
Detroit. 


® THE SCIENTIFIC NEWS COMMITTEE is com- 
posed of: H. G. Benjamin, M.D., Chairman, Grand 
Rapids, F. S. Alfenito, M.D., Grand Rapids, F. C. 
Brace, M.D., Grand Rapids, J. A. Ferguson, M.D., 
Grand Rapids, A. B. Gwinn, M.D., Hastings, P. W. 
Kniskern, M.D., Grand Rapids, C. L. Weston, M.D., 


Owosso. 


® THE SCIENTIFIC AND TECHNICAL EXHIBITS 
will open at 9:30 a.m. on Wednesday, Thursday, and 
Friday; and will close daily at 5:00 p.m. except on 
Friday when the break-up is 1:00 p.m. Frequent inter- 
missions to view the 130 educational displays have been 
arranged during, and after the Assemblies. Bring to the 
MSMS convention a “WANT LIST” of your needs and 
place an order with your MSMS exhibitor friends. 


® PAPERS WILL BEGIN AND END ON TIME— 
Believing there is nothing which makes a scientific meet- 
ing more attractive than by-the-clock promptness and 
regularity, all meetings will open exactly on time, all 
speakers will be required to begin their papers exactly 
on time and to close exactly on time in accordance with 
the schedule in the program. All who attend the meet- 
ing, therefore, are requested to assist in attaining this 
end by noting the schedule carefully and being in 
attendance accordingly. Any member who arrives five 
minutes late to hear any particular paper will miss 
exactly five minutes of that paper! 





NEW INFORMATION IN THE EXHIBIT 


Many items of interest or education will be 
found in the large exhibit of 130 scientific and 
technical displays. The Exhibit Section at MSMS 
Annual Sessions is as important, informative, and 
desirable to most doctors of medicine as the scien- 
tific papers presented in the Assembly room. 

Doctor, stop at every booth—you’ll be surprised 
how much you'll learn. A courteous, well-informed 
exhibitor will greet you and supply you with 
some valuable information helpful to your patients. 
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NINETY-SIXTH ANNUAL SESSION 


® THE HOLDER OF A HOTEL RESERVATION 
who fails to show up . . . and fails to cancel his reserva- 
tion . . . causes gastric hyper-peristalsis, hypersecretion 
of the hydrochloric acid, and rubus of the gastric mucosa 
to the hotel manager. 


When convention reservations fill a hotel to the ca- 
pacity, a room not occupied is a loss in $$$ that cannot 
be reclaimed. 


The MSMS Annual Session always means a capacity 
house in the Grand Rapids headquarters hotel. 


Be kind to the hotel manager . . . be good to MSMS 
. . . be generous to your patients .. . be a friend to your- 
self—by showing up at the hotel of your choice in 
Grand Rapids, for the three days of the MSMS Annual 


Session. 


Order your hotel accommodations today 





HOTEL RESERVATIONS 
MICHIGAN STATE MEDICAL SOCIETY 


96th Annual Session 
Grand Rapids, September 27-28-29, 1961 


The reservation blank below is for your convenience 
in making your hotel reservations in Grand Rapids. 
Please send your application to the Committee on Hotels 
for MSMS Convention, Pantlind Hotel, Grand Rapids, 
Michigan. Mailing your application now will be of ma- 
terial assistance in securing hotel accommodations. 

As very few singles are available, registrants are re- 
quested to co-operate with the Committee on Hotels by 
sharing a room with another registrant, when convenient. 
Committee on Hotels, 

Michigan State Medical Society 
c/o Jack Ament, Room Reservation Manager 
Pantlind Hotel, Grand Rapids, Michigan 


Please make hotel reservation(s) as indicated below: 

—— Single Room(s) — ——persons 

— Double Room(s) for —-———————persons 

Twin-Bedded Room(s) for ——————persons 

Arriving September ————hour -A.M.——P.M. 

Leaving ———————————_hour———_A. M.—__—-P._M. 
Hotel of First Choice: 


Second Choice: - 


Names and Addresses of all applicants including per- 
sons making reservations: 


Name Address City State 


Date ——— - Signature — 


Address ——— 7 pe 
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A POPULAR SPORT 


CASTIGATION OF AMA has become a popular 
sport. First it is said that AMA is always against every- 
thing, never for anything. Nothing could be further 
from the truth but the critics do not wish to listen. 
Then they condemn when positive action is taken. Latest 
attack came via a New York Times News Service release 
early this month. The story was based on an article in 
The Christian Century about the General Assembly of 
the United Presbyterian Church at Buffalo, New York, 
in May. The magazine seems to have been put out 
because the Presbyterian group did not endorse the 
Kennedy Administration’s effort to put medical care of 
the elderly under social security. The magazine seemed 
to think delegates had declined to support the proposed 
legislation because of “misuse of truth” and lack of 
“courtesy and manners” by AMA. Ire was aroused be- 
cause delegates to the Assembly had been given informa- 
tion enabling them to understand both sides of the 
question. Presbyterians denied that there had been any 
pressure brought to bear. Apparently it is meritorious 
to work for socialism but a sin to be opposed to it. This 
is typical of the castigation currently being applied to 
AMA. —H.L.H., Nortuwest Mepicine, June, 1961. 





THE CONTRIBUTION OF THE 
SCIENTIFIC AND TECHNICAL 
EXHIBIT 


The Michigan State Medical Society has always 
felt that the scientific and technical exhibit is an 
essential part of the educational process of its 
Annual Sessions. A considerable proportion of 
medical research is sponsored by many institutions 
and manufacturers whose displays are part of our 
exhibit. Year in and year out, they make sub- 
stantial contributions to progress in Medicine. 
This year, they offer many new ideas in therapy 
and techniques. 


Doctors of medicine are invited and urged to 
inspect the exhibits, to examine products and 
services, and to question the exhibitors on “what’s 
new for me to use?” Discuss with these well- 
trained and informed exhibitors the uses of the 
products of their laboratories. Sample their pro- 
fessional knowledge, which is an adjunct to the 
scientific talks and other presentations of the 
MSMS Annual Session, all congregated in one 
spot for you, Doctor, so that you may serve the 
public better. 
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MSMS Ninety-Sixth Annual Session 


House of Delegates 


Credentials and References Committees 


CREDENTIALS COMMITTEE 
Jack Rom, M.D., Chairman, Detroit 
Roscoe Fortner, M.D., Three Rivers 
Robert E. Rice, M.D., Greenville 
Edward M. Vardon, M.D., Detroit 


REFERENCE COMMITTEES 
Officers Reports 

Edwin H. Fenton, M.D., Chairman, Detroit 
David A. Bowman, M.D., Bay City 
Floyd B. Levagood, M.D., Detroit 
W. Kaye Locklin, M.D., Kalamazoo 
Don W. McLean, M.D., Detroit 
Robert M. Stow, M.D., Lansing 


Reports of The Council 
Clarence I. Owen, M.D., Chairman, Detroit 
W. Clarence Beets, M.D., Grand Rapids 
Albert D. Ruedemann, Sr., M.D., Detroit 
Mahlon S. Sharp, M.D., Lansing 
Aaron C. Stander, M.D., Saginaw 
David I. Sugar, M.D., Detroit 


Reports of Standing Committees 
John M. Wellman, M.D., Chairman, Lansing 
Alexander B. Gwinn, M.D., Hastings 
James A. Ferguson, M.D., Grand Rapids 
Eugene A. Osius, M.D., Detroit 
Francis P. Rhoades, M.D., Detroit 
John G. Slevin, M.D., Detroit 


Reports of Special Committees 
Milton R. Weed, M.D., Chairman, Detroit 
Clifford W. Colwell, M.D., Flint 
Noel J. Hershey, M.D., Niles 
Gregory P. Moore, M.D., Cadillac 
Edward J. Tallant, M.D., Detroit 


Constitution and Bylaws 
Harold A. Furlong, M.D., Chairman, Pontiac 
Louis J. Bailey, M.D., Detroit 
Ralph R. Cooper, M.D., Detroit 
Harry E. Lichtwardt, M.D., Birmingham 
Edgar E. Martmer, M.D., Detroit 
R. Wallace Teed, M.D., Ann Arbor 
H. Clay Tellman, M.D., Muskegon 
Lester P. Dodd, Detroit, MSMS Legal Counsel 
(ex officio) 


Resolutions 
James B. Blodgett, M.D., Chairman, Detroit 
Sidney Adler, M.D., Detroit 
James D. Fryfogle, M.D., Detroit 
Herbert W. Harris, M.D., Lansing 
Frederick C. Ryan, M.D., Kalamazoo 
Arthur R. Young, M.D., Pontiac 


Rules and Order of Business 
Byron P. Brown, M.D., Chairman, Charlotte 
Meyer O. Cantor, M.D., Birmingham 
Wm. J. Dinnen, Jr., M.D., Port Huron 
Homer A. Howes, M.D., Detroit 
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Legislation and Public Relations 
Lawrence A. Drolett, M.D., Chairman, Lansing 
Noyes L. Avery, Jr., M.D., Grand Rapids 
A. Jackson Day, M.D., Detroit 
Luther R. Leader, M.D., Detroit 
Ross V. Taylor, M.D., Jackson 
Robert K. Whiteley, M.D., Detroit 


Hygiene and Public Health 
Joseph G. Molner, M.D., Chairman, Detroit 
Gaylord S. Bates, M.D., Dearborn 
Harry A. Towsley, M.D., Ann Arbor 
Richard E. Wunsch, M.D., Detroit 
Harry B. Zemmer, M.D., Lapeer 
Walter J. Zimmerman, M.D., Birmingham 
Otto K. Engelke, M.D., Ann Arbor (ex officio) 


Medical Service and Prepayment Insurance 
John W. Rice, M.D., Chairman, Jackson 
Wm. S. Carpenter, M.D., Detroit 
James D. Fryfogle, M.D., Detroit 
Max L. Lichter, M.D., Melvindale 
Don Marshall, M.D., Kalamazoo 
Robert L. Novy, M.D., Detroit 
Donald N. Sweeny, Jr., M.D., Detroit 
Allison R. VanderBerg, M.D., Grand Rapids 


Miscellaneous Business 
William L. Brosius, M.D., Chairman, Detroit 
John R. Heidenreich, M.D., Daggett 
Arthur B. Levant, M.D., Detroit 
J. Duane Miller, M.D., Grand Rapids 
Jacob F. Wenzel, M.D., Detroit 
Paul Ivkovich, M.D., Reed City 


Special Memberships 
Herbert W. Devine, M.D., Chairman, Detroit 
John W. Bunting, M.D., Alpena 
John M. Wood, M.D., Mt. Pleasant 


National Defense and Disaster Planning 
Donald D. Finlayson, M.D., Chairman, Sault Sainte 
Marie 
Alexander Blain, III, M.D., Detroit 
J. Russell Brink, M.D., Grand Rapids 
Philip S. Huber, M.D., Detroit 
Alvin E. Price, M.D., Detroit 
Keith S. Wemmer, M.D., Battle Creek 


Executive Session 
Harvey C. Hansen, M.D., Chairman, Battle Creek 
George T. Bradley, M.D., Detroit 
William M. Tuttle, M.D., Detroit 


Ways and Means 
Arthur W. Strom, M.D., Chairman, Hillsdale 
Eugene R. Elzinga, M.D.. Marquette 
Felix S. Alfenito, M.D., Detroit 
Raphael Altman, M.D., Detroit 
John R. Brown, M.D., Detroit 
Hugh W. Henderson, M.D., Detroit 
Oliver B. McGillicuddy, M.D., Lansing, (ex officio) 
Wm. A. Hyland, M.D., Grand Rapids, (ex officio) 











Michigan State Medical Society 
Past Presidents, 1866-1959 


1866—*C. M. Stockwell, Port Huron 
1867—*J. H. Jerome, Saginaw 
1868—*Wm. H. DeCamp, Grand Rapids 
1869—*Richard Inglis, Detroit 
1870—*I. H. Bartholomew, Lansing 
1871—*H. O. Hitchcock, Kalamazoo 
1872—*Alonzo B. Palmer, Ann Arbor 
1873—*E. W. Jenk, Detroit 

1874—*R. C. Kedzie, Lansing 
1875—*Wm. Brodie, Detroit 
1876—*Abram Sager, Ann Arbor 
1877—*Foster Pratt, Kalamazoo 
1878—*Ed Cox, Battle Creek 
1879—*George K. Johnson, Grand Rapids 
1880—*J. R. Thomas, Bay City 
1881—*J. H. Jerome, Saginaw 
1882—*Geo. W. Topping, DeWitt 
1883—*A. F. Whelan, Hillsdale 
1884—*Donald Maclean, Detroit 
1885—*E. P. Christian, Wyandotte 
1886—*Charles Shepard, Grand Rapids 
1887—-*T. A. McGraw, Detroit 
1888—*S. S. French, Battle Creek 
1889—*G. E. Frothingham, Detroit 
1890—*L. W. Bliss, Saginaw 
1891—*George E. Ranney, Lansing 


1892—-*Charles J. Lundy, Detroit 
(Died before taking office) 


*Gilbert V. Chamberlain, Flint 
(Acting President) 


1893——*Eugene Boise, Grand Rapids 
1894—*Henry O. Walker, Detroit 
1895—*Victor C. Vaughan, Ann Arbor 
1896—*Hugh McColl, Lapeer 
1897—*Joseph B. Griswold, Grand Rapids 
1898—*Ernest L. Shurly, Detroit 
1899-——-*A. W. Alvord, Battle Creek 
1900—*P. D. Patterson, Charlotte 
1901—*Leartus Connor, Detroit 
1902—-*A. E. Bulson, Jackson 
1903—*Wm. F. Breakey, Ann Arbor 
1904—*B. D. Harison, Sault Ste. Marie 
1905—*David Inglis, Detroit 
1906—*Charles B. Stockwell, Port Huron 
1907—-*Hermon Ostrander, Kalamazoo 
1908—*A. F. Lawbaugh, Calumet 
1909—*J. H. Carstens, Detroit 
1910—*C. B. Burr, Flint 

1911—*D. Emmett Welsh, Grand Rapids 
1912—*Wm. H. Sawyer, Hillsdale 
1913—*Guy L. Kiefer, Detroit 


*Deceased 


1914—*Reuben Peterson, Ann Arbor 
1915—*A. W. Hornbogen, Marquette 
1916—*Andrew P, Biddle, Detroit 
1917—*Andrew P. Biddle, Detroit 
1918—*Arthur M. Hume, Owosso 
1919—*Charles H. Baker, Bay City 
*Angus McLean, Detroit 
-*Wm. J. Kay, Lapeer 
1922—-*W. T. Dodge, Big Rapids 
1923—-*Guy L. Connor, Detroit 
1924—-*C.. C. Clancy, Port Huron 
1925—*Cyrenus G. Darling, Ann 
1926—*J. B. Jackson, Kalamazoo 
1927—*Herbert E. Randall, Flint 
1928— Louis J. Hirschman, Detroit 
1929—*J. D. Brook, Grandville 
1930—*Ray C. Stone, Battle Creek 
1931—*Carl F. Moll, Flint 
1932— J. Milton Robb, Detroit 
1933—-*George LeFevre, Muskegon 
1934—*R. R. Smith, Grand Rapids 
1935—*Grover C. Penberthy, Detroit 
1936—*Henry E. Perry, Newberry 
1937—- Henry Cook, Flint 
1938—*Henry A. Luce, Detroit 
1939— Burton R. Corbus, Grand Rapids 
1940—* Paul R. Urmston, Bay City 
1941— Henry R. Carstens, Detroit 
1942— H. H. Cummings, Ann Arbor 
1943—*C. R. Keyport, Grayling 
1944—*A. S. Brunk, Detroit 


1945—*V. M. Moore, Grand Rapids 
(Died before taking office) 


1945—*R. S. Morrish, Flint 

1946— Wm. A. Hyland, Grand Rapids 

1947—*P. L. Ledwidge, Detroit 

1948— E. F. Sladek, Traverse City 

1949— Wilfrid Haughey, Battle Creek 
(President-for-a-Day, Sept. 21, 1949) 

1949—*W. E. Barstow, St. Louis 

1950— C. E. Umphrey, Detroit 

1951— Otto O. Beck, Birmingham 

1952—R. L. Novy, Detroit 


(President-for-a-Day, Sept. 22, 1952) 
1952— R. J. Hubbell, Kalamazoo 
1953—L. W. Hull, Detroit 


1954—*L. Fernald Foster, Bay City 
(President-for-a-Day, Sept. 28, 1954) 


1954—*R. H. Baker, Pontiac 

1955— W. S. Jones, Menominee 
1956— Arch Walls, Detroit 

1957— G. W. Slagle, Battle Creek 
1958— G. B. Saltonstall, Charlevoix 
1959—Milton A. Darling, Detroit 
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Michigan State Medical Society 


Ninety-Sixth Annual Session 


PANTLIND HOTEL-CIVIC AUDITORIUM, GRAND RAPIDS 


WEDNESDAY-FRIDAY, 


SEPTEMBER 27-29, 1961 


Programs of Assemblies and Sections 


WEDNESDAY MORNING 
September 27, 1961 


Registration: 8:00 a.m., Civic Auditorium 


Exhibits: 9:30 a.m., Civic Auditorium 


First Assembly 


Black and Silver Ballroom, Civic Auditorium 


Chairman: Hucu W. Henperson, M.D., Detroit 
Secretary: C. E. Reppicx, M.D., Bay City 


A.M. 
9:00 


“MANAGEMENT OF GOUT” 


ALEXANDER B, Gutman, M.D., New York, New York 


Director, Department of Medicine, Mt. Sinai pe Professor 
of Medicine, Columbia University College of Physicians and 
Surgeons 


Four aspects of the management of gout will be considered: 

1. Termination of acute attacks by (a) colchicine, (b) phenyl- 
butazone, (c) oxyphenbutazone, (d) ACTI Our data indicate 
that each of these drugs is effective in about 80 to 90 per cent 
of cases. 

2. Prevention of recurrence of acute gouty arthritis by (a) 
prophylactic colchicine, (b) prophylactic phenylbutazone,  (c 
uricosuric agents. Our data indicate that prophylactic colchicine 
is effective in most cases, simple to administer and safe 


i 


3. Prevention and treatment of tophaceous deposits by (a) 
probenecid, (b) sulfinpyrazone, (c) zoxazolamine. All of these 
drugs are effective uricosuric agents and of low toxicity. 


4. Prevention of uric acid calculus formation. The importance 
of urine volume and urine pH will be stressed. 


9:30 


“THE CORONARY CIRCULATION IN MAN; WITH 
PARTICULAR REFERENCE TO THE PROBLEM 
OF CORONARY INSUFFICIENCY” 


RicHarp Gorin, M.D., Boston, Massachusetts 


Assistant Professor of Medicine, Harvard Medical School; Senior 
Associate in Medicine, Peter Bent Brigham Hospital 


10:00 


INTERMISSION TO VIEW EXHIBITS 
July, 1961 


11:00 


“WHY AND HOW TO TREAT THE PATIENT 
WITH HYPERTENSION” 


Joun H. Moyer, M.D., Philadelphia, Pennsylvania 


Professor and Chairman, Department of Medicine, Hahnemann 
Medical College and Hospital 


Comparison of treated and untreated patients with hypertension 
shows that effective reduction of the pressure arrests the 
vascular deterioration associated with hypertension in patients with 
severe and moderately severe hypertension. The mortality is 
significantly lower in treated patients than untreated patients. Renal 
deterioration is arrested ond snuealites reduced in patients with 
malignant hypertension, as well as in patients with non-malignant 
hypertension, who are treated. 

A comprehensive therapeutic regimen for lowering the blood 
pressure is recommended. One of the thiazide derivatives 
natriuretic agents) is used as background therapy since these 
agents not only have antihypertensive properties, but in addition, 
increase the effectiveness of drugs which depress the sympathetic 
nervous system. If the thiazide derivatives fail to produce the 
desired results, then the sympathetic depressant drugs, such as 
rauwolfia, hydralazine, and guanethidine are given in sequence 
until the blood pressure has been brought under adequate control. 


11:30 


(Subject to be announced) 
JeremiAnH STAMLER, M.D., Chicago, Illinois 


12:00 
“PROBLEMS OF MENSTRUAL DYSFUNCTION” 


Rosert B. Greensiatt, M.D., Augusta, Georgia 
Professor of Endocrinology, Medical College of Georgia 


Certain problems concerned with menstruation will be presented, 
namely, amenorrhea, functional uterine bleeding, idiopathic dysmen- 
orrhea Diagnosis and etiology of the amenorrheas will be dis- 
cussed, as well as preferred methods of treatment. The hormonal 
management of functional uterine bleeding, endometriosis, and mem- 
branous dysmenorrhea will be covered. Techniques for the delay of 
menstruation and for induction of pseudopregnancy will be in- 
cluded in the discussion. 


P.M. 
12:30 


END OF FIRST ASSEMBLY 





MUCH THAT IS NEW AND USABLE 
WILL BE FOUND IN THE 
EXCITING MSMS EXHIBIT OF 
130 DISPLAYS 














NINETY-SIXTH ANNUAL SESSION 


WEDNESDAY AFTERNOON 
September 27, 1961 


Second Assembly 


Black and Silver Ballroom, Civic Auditorium 


Chairman: P. C. DiLoreto, M.D., Detroit 
Secretary: H. E. Licnwarpt, M.D., Birmingham 


P.M. 
2:00 


Panel on “DERMATOLOGIC MANIFESTATIONS 
OF INTERNAL DISEASES” 


Marcus R. Caro, M.D., Chicago, Illinois 
Consulting Dermatologist, Cook County Hospital 


Joun R. Hasericx, M.D., Cleveland, Ohio : 
Head, Department of Dermatology, Cleveland Clinic Foundation 


3:00 INTERMISSION TO VIEW EXHIBITS 


4:00 


“THE LIGATION OF THE HYPOGASTRIC (IN- 
TERNAL ILIAC) ARTERIES AS A LIFE-SAVING 
PROCEDURE IN UNCONTROLLABLE HEMOR- 
RHAGE IN OBSTETRICS AND GYNECOLOGY” 


MitrcHe.i J. Necutow, M.D., Chicago, Illinois 


Attending Gynecologist, Cook County Hospital; Associate Pro- 
fessor of Obstetrics and Gynecology, Chicago Medical School; Pro- 
fessor of Gynecology, Cook County Graduate School; Chairman, 
Obstetrics-Gynecology, Norwegian American Hospital; Attending 
Gynecologist, Northwest Hospital 


4:30 


“SELECTION OF TREATMENT FOR CANCER OF 
THE CERVIX” 


SauL B. Gusserc, M.D., New York, New York 


Associate Professor of Clinical Obstetrics and Gynecology, Columbia 
University College of Physicians and Surgeons; Associate Attending 
Obstetrician and Gynecologist, Sloane Hospital for Women, Vander- 
bilt Clinic and Francis Delafield Hospital of the Columbia-Presby- 
terian Medical Center 


utment of cervix cancer must be planned individually and ex 
each patient if a maximum cure rate is to be attained 
e first therapist who undertakes the patient’s care is the only 
» who has a possibility of effecting a cure. 
definition of cancer precursors in this region, and the 
f their universal detection by cytologic smears, makes the 
virtual control of this disease a reasonable one. 
of patterns of radiosensitivity of cancer of the cervix 
clinical applicability offers the prospect of integrating 
cal treatment in a meaningful way, so that these ex- 
cellent modalities may be complementary rather than competitive 
A treatment plan will be presented that utilizes modern knowledge 
of this disease for selective management by employing a team ap- 
proach that encompasses the skills of the gynecologist, the path- 
ologist, the radiotherapist and the radiation physicist. 


5:00 
“HYPERTENSION IN RENAL ARTERY LESIONS” 
CLARENCE V. Hopces, M.D., Portland, Oregon 


Professor of Surgery and Head of Division of Urology, University of 
Oregon Medical School 

An undetermined number of patients with hypertension will show 
lesions, particularly stenosis, in the renal arteries. Current bases 
for determining which patients should undergo extensive workup for 
renal hypertension as indicated by pertinent facts of history, physical 
examination, and routine tests will be presented. A regimen for 
identifying and visualizing such lesions will be described. Methods 
for verifying the presence of such lesions, current techniques for 
revascularization of the kidney and results of therapy will he shown. 


5:30 
END OF SECOND ASSEMBLY 


WEDNESDAY, SEPTEMBER 27, 
1961 


Program of Sections 


Section on Dermatology and Syphilology 


12:00 noon luncheon-meeting 
Chairman: Davin Kaun, M.D., Lansing 
Secretary: Joun N. Grexin, M.D., Detroit 


“SERENDIPITY CONFERENCE” 
Moderator: 
E. RicHArp Harrevti, M.D., Ann Arbor, Michigan 


Professor of Dermatology, University of Michigan Medical Center 
Panelists: 


Marcus R. Caro, M.D., Chicago, Illinois 
Consulting Dermatologist, Cook County Hospital 


Joun R. Hasericx. M.D., Cleveland, Ohio 
Head, Department of Dermatology, Cleveland Clinic Foundation 


Section on Public Health and 
Preventive Medicine 
12:00 noon luncheon-meeting 


Chairman: Vuiapo A. Getrinc, M.D., Ann Arbor 
Secretary: C. E. Reppicx, M.D., Bay City 


(Subject to be announced) 
JereMIAH STANLER, M.D., Chicago, Illinois 


MUCH THAT IS NEW AND USABLE 
WILL BE FOUND AT THE 
MSMS EXHIBIT 


JMSMS 
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Section on Obstetrics and Gynecology 
12:30 p.m. luncheon-meeting 


Chairman: C. M. Bett, M.D., Grand Rapids 
Secretary: P. C. DiLoretro, M.D., Detroit 


Panel on “CARCINOMA OF THE FUNDUS” 


Moderator: 
NorMAN F. Miiier, M.D., Ann Arbor, Michigan 


Professor of Obstetrics and Gynecology, University of Michigan 
Medical Center 


Panelists: 


Sau B. Gusperc, M.D., New York, New York 
Associate Professor of Clinical Obstetrics and Gynecology, Columbia 
University College of Physicians and Surgeons; Associate Attending 
Obstetrician and Gynecologist, Sloane Hospital for Women, Vander- 
bilt Clinic and Francis Delafield Hospital of the Columbia- 
Presbyterian Medical Center 


Rosert B. GREENBLATT. M.D.. Augusta, Georgia 
Professor of Endocrinology, Medical College of Georgia 


MitcHeEL.L J. Necutow, M.D., Chicago, Illinois 
Attending Gynecologist, Cook County Hospital; Associate Professor 
of Obstetrics and Gynecology, Chicago Medical School; Professor 
of Gynecology, Cook County Graduate School; Chairman of Ob- 
stetrics and Gynecology, Norwegian American Hospital; Attending 
Gynecologist, Northwest Hospital. 


Section on Urology 
5:30 p.m. meeting 


Chairman: 
Secretary: 
ham 


A. Waite Boune, M.D., Detroit 
Harry E. Licutwarpt, M.D., Birming- 


“REPAIR OF URETERAL INJURIES” 
CLARENCE V. Hopces, M.D., Portland, Oregon 


Professor of Surgery and Head of Division of Urology, University 
of Oregon Medical School 


The urologist is often called upon to repair a ureteral injury under 
emergency situations in which a preconceived plan of action is im- 
perative. Basic considerations call for preservation of renal tissue 
and utilization of the most physiologic channels possible. Con- 
sideration will be given to the various methods of ureteral repair 
with special emphasis on cross transplantation of ureters and auto- 
transplants of the kidney. 


Section on Internal Medicine 


5:30 p.m. meeting and reception 


Chairman: Hucu W. HeEenperson, M.D., Detroit 
Secretary: RALpu R. Cooper, M.D., Grosse Pte. 


“CORONARY HEART DISEASE AND THE REGU- 
LATION OF THE CORONARY CIRCULATION IN 
MAN” 


Ricuarp J. Brnc, M.D., Detroit, Michigan 


Professor of Medicine and Chairman, Department of Medicine, 
Wayne State University College of Medicine 


The effect of experimental coronary occlusion in the dog_ will 
be discussed. Methods to measure coronary blood flow in patients 
will be described. Special emphasis will be placed on the descrip- 
tion of the now acting coronary dilator drugs and on the emphasis 
of the features which would make an indeal coronary vasodilator 
drug. 


July, 1961 


ANNUAL SESSION 


Section on General Practice 
5:30 p.m. meeting 


Chairman: 
Secretary: 


Wins.Low G. Fox, M.D., Ann Arbor 
Howarp Rosinson, M.D., Detroit 
“OFFICE GYNECOLOGY” 

MircHe.tt J. Necutow, M.D., Chicago, Illinois 
Attending Gynecologist, Cook County Hospital; Associate Professor 
of Obstetrics and Gynecology, Chicago Medical School; Professor 
of Gynecology, Cook County Graduate School; Chairman of Ob- 


stetrics and Gynecology, Norwegian American Hospital; Attending 
Gynecologist, Northwest Hospital. 


Section on Surgery 
5:30 p.m. meeting-reception-dinner 
Chairman: Rosert E. L. Berry, M.D., Ann Arbor 


Secretary: DoNnatp N. Sweeny, Jr., M.D., Detroit 


“GUARANTEED PROCEDURES FOR INVITING 
MALPRACTICE SUITS” 
Lester P. Dopp, LL.B., Detroit 


Past President, State Bar of Michigan; Legal Counsel, 


Michigan 
State Medical Society 


THURSDAY MORNING 
September 28, 1961 


Registration: 8:30 A.M., Civic Auditorium 
Exhibits: 9:30 A.M., Civic Auditorium 


Third Assembly 


Black and Silver Ballroom, Civic Auditorium 


Chairman: Rosert E. L. Berry, M.D., Ann Arbor 
Secretary: Joun W. Ditzter, M.D., Detroit 


A.M. 
9:00 


“MODERN THEORY AND TREATMENT 
OF SHOCK” 


Lawrence C. Hampson, M.D., West Montreal, Quebec, 
Canada 


Assistant Surgeon, Montreal General Hospital; Lecturer, McGill 
University 


Shock in the clinical context should be considered rather as a 
group of symptoms than a clinical entity. The primary considera- 
tion to be given when faced with a problem showing this clinical 
complex should be towards diagnosis as to the probable or possible 
cause of the syndrome. An attempt at differential diagnosis should 
be made, as in other clinical situations, so as to allow rational 
treatment of the disease process thought to be present. 

In many instances prevention is seen to be very much more 
important than treatment and the application of current knowledge 
in this field in order to obviate subsequent clinical shock is 
essential. 

The precise etiology of shock probably remains to be elucidated 
but experimental studies into the possible etiology of irreversible 
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shock have led to the implication of the liver, the kidneys, the 
mesenteric circulation, the heart itself, and bacteria and bacterial 
toxins. 

In considering treatment the indications for blood, plasma, 
plasma substitutes, and electrolyte solutions will be discussed. The 
place of Vasopressor drugs, Sympatholytic drugs, Cortisone, and 
antibiotics will also be considered. 


9:30 
“BENIGN TUMORS OF THE BREAST” 
New York, New York 


Director of Surgery, Francis Delafield Hospital; Professor of Clinical 
Surgery, Columbia University, College of Physicians and Surgeons 


CusHMAN D. HAacENSEN, M.D., 


10:00 
INTERMISSION TO VIEW EXHIBITS 


11:00 

“VENOUS STASIS IN THE HUMAN LOWER 
EXTREMITIES” 

Ancus D. McLacuuin, M.D., 
Member of Board of Regents, A.C.S.; President-Elect, Central 


Surgical Association; Professor and Head, Department of Surgery, 
University of Western Ontario 


London, Ontario, Canada 


11:30 


“USE AND ABUSE OF ANTIBIOTICS IN SURGI- 
CAL PATIENTS” 


Wm. A.vtemereR, M.D., Cincinnati, Ohio 


Christian R. Holmes Professor of Surgery and Chairman of the 
Department, University of Cincinnati; Director, Surgical Services, 
Cincinnati General Hospital; Surgeon-in-Chief, Children’s and 
Holmes Hospitals 


The widespread use of antibacterial agents in the prevention and 
treatment a tome infections has exerted a profound effect on 
the practice and progress of surgery. The miracles that have followed 
the use of antibiotics have been widely publicized, and many sur- 
geons have come to believe that the prevention and control of 
postoperative infections are no longer important problems. The 
basic principles of asepsis and antisepsis which permit the prevention 
of infection in elective surgical wounds have frequently been 
neglected, and blind reliance has often been placed on the effective- 
ness of antibiotics used prophylactically. This practice has brought 
into sharp focus the obvious limitations of ceunstkerege in the 
prevention of infections and has emphasized the present problems 
In postoperative wound infections. 

The indiscriminate use of prophylactic antibiotic drugs has been 
a major cause of the increase in bacterial resistance to these drugs, 
particularly in the case of the hemolytic Staphylococcus aureus 
and the various gram-negative bacteria, which are frequent causes 
of serious wound infections. The continued use of specific anti- 
biotic agents has increased the incidence of strains resistant to those 
agents. 

Hospitals have become reservoirs of antibiotic-resistant and 
virulent bacteria in patients, physicians, and other personnel who 
develop infections or become carriers of resistant strains. These 
resistant strains may infect new hospital patients, particularly those 
who are debilitated or unusually suscentible through cross-infection 
or superinfection. Thus, hospital-acquired infections may be par- 
ticularly virulent and difficult to cure. he prevention of hospital- 
acquired infections, including postoperative wound infections, de- 
pends not upon the primary use of prophylactic antibiotic therapy, 
but upon established principles of isolation of infected individuals, 
aseptic and antiseptic techniques during and after operations, and 
good housecleaning. Jnnecessary, inadequate, or ineffective anti- 
microbial administration contributes to the growth of antibiotic- 
resistant microorganisms. 

Antibiotic therapy cannot be expected to prevent local infection 
in wounds of violence or in operative wounds if established surgical 
principles or important technical details have been ignored. A 
gradual relaxation of the “‘surgical conscience” is manifested by 
carelessness in many details of aseptic technique in the operating 
room and at the bedside, and by discontinuation, of isolation tech- 
nique for patients with virulent infections. The ‘ ‘exposure method”’ 
of treating wounds and burns appears to have aided in the emer- 
gence and dissemination of virulent and resistant bacteria in the 
hospital environment and thence into other woun 

In the surgical treatment of wounds of violence, the intelligent 
prophylactic use of yy is adjunctive therapy and of secondary 
importance to early and adequate operative removal of devitalized 
tissue and foreign material. “a he main benefit of this therapy lies 
in the attenuation, limitation, or control of infection from residual 
microorganisms in such wounds after debridement and operative 
repair, or in the | ocalization of any infection developing within 
wounds in which surgical treatment was necessarily inadequate, 
delayed, or impossible. 
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Complications which may occur as a result of antibiotic therapy 
include: (1) toxic reactions in various organs; (2) allergic reactions, 
as seen with nicillin; (3) secondary or superim| d infections 
by bacteria eveloping resistance during chemotherapy with a 
change in bacterial flora of the wound or of the gastrointestinal 
tract; (4) masking of latent infection so that the usual signs and 
symptoms are suppressed; and (5) the development of fungus in- 
fections which may become particularly difficult to control. 

It would appear that the answer to the question, ‘“‘Will the 
present benefits of antibiotic treatment continue for the next ten 
years?”’ depends largely upon our ability to lng from our past 
experiences and to correct those practices which are limiting or 
eliminating the effectiveness of antibiotic agents. Active education 
of the physicians and general public in the dangers of indis- 
criminate use of antibiotics and more thoughtful consideration of 
the indications for these agents will do much to preserve their 
effectiveness for future patients and surgeons. 

‘There is no good without ill in the world, but everything is 
mixed in due proportion.’’ ‘The evil that men do lives after them; 
the good is oft interred with their bones.” 


12:00 

“THE ROLE OF THE ANESTHESIOLOGIST IN 
THE HOSPITAL AND IN THE COMMUNITY 
TODAY” 


Wo. S. Derrick, M.D., Houston, Texas 
Head of Section of Anesthesiology, the University of Texas; Pro- 
fessor of Anesthesiology, the University of Texas Postgraduate School 


of Medicine; Professor of Anesthesiology, the University of Texas 
Dental Branch 


P.M. 
12:30 END OF THIRD ASSEMBLY 


THURSDAY AFTERNOON 
September 28, 1961 


Fourth Assembly 


Black and Silver Ballroom, Civic Auditorium 


Chairman: V. E. Cortopassi, M.D., Saginaw 
Secretary: G. T. Braptey, M.D., Detroit 


PM. 

2:00 

“OCULAR MANIFESTATIONS OF LEUKEMIA” 
BrapLey R. StraatsMA, M.D., Los Angeles, California 


Associate Professor of Surgery; Chief, Division of Ophthalmology, 
University of California 


Leukemia constitutes a ‘unique and baffling disorder that often 
affects the eye. In its various forms, this disease is associated with 
a purposeless, uncontrolled, and probably neoplastic proliferation of 
the white blood cell forming tissues. On the basis of cell type and 
clinical course, leukemia may be classified as acute or chronic. 

Acute leukemia is a fulminating disease associated with the ab- 
normal accumulation of immature cells in the blood, hematopoetic 
organs, and other tissues. The eye participates in this process with 
resulting infiltration, anemic change, and hemorrhage that may be 
severe enough to destroy vision. 

Chronic leukemia is essentially similar but more protracted. It 
is often responsible for uveal infiltration and less commonly asso- 
ciated with intraocular bleeding. 

In the management of these diseases, the ophthalmologist can do 
much to insure prompt diagnosis and provide the supportive care 
that is essential when a malignant disease threatens vision. 


2:30 


“FACIAL NERVE INJURIES ASSOCIATED WITH 
HEAD INJURIES” 

Frank D. Laturop, M.D., Boston, Massachusetts 
Chief, Department of Otolaryngology, Lahey Clinic; Otolaryngolo- 
gist, New England Baptist Hospital; Otologist, New England 
Deaconess Hospit 
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THURSDAY, SEPTEMBER 28, 1961 


This discussion is concerned with the management of facial 
paralysis occurring as a result of fractures of the skull or lacera- 
tions of the face. Automobile and industrial accidents not infre- 
quently result in fracture of the skull, laceration of the face, or 
a combination of both. In a moderate number of such injuries, 
the facial nerve is paralyzed. While the mee of patients ex- 
hibiting facial paralysis in association with a fracture of the skull 
will recover spontaneously from the paralysis, definitive surgical 
— is necessary in certain instances. 

Deep lacerations of the face which produce facial paralysis may 
occur as a result of tearing or penetration of the soft tissues 
through forceful contact with metal, wood or glass as in automo- 
bile or industrial accidents, or they may be secondary to wounds 
produced by gun or knife. The facial paralysis in such instances 
may be partial or complete. Satisfactory recovery from the facial 
paralysis may occur spontaneously in some cases, but, in my 
experience, definitive surgical intervention is required in the ma- 
jority of such paralyses in order to obtain maximum recovery. 


3:00 INTERMISSION TO VIEW EXHIBITS 


4:00 


“A PRACTICAL APPROACH TO THE EVALUA- 
TION OF BONE TUMORS” 


Gwitym S. Lopwicx, M.D., Columbus, Missouri 


Professor and Chairman, Department of Radiology, University of 
Missouri, Associate Dean of the School of Medicine, University of 
Missouri 


The discussion is concerned with the application of data ob- 
tained in the comprehensive evaluation of a large series of bone 
neoplasms relating to the (1) diagnosis of bone tumors, (2) 
evaluation of behavior, and (3) appropriate treatment. 


4:30 
“TREATMENT OF DIVERTICULITIS” 
Hyrum R. ReicuMan, M.D., Salt Lake City, Utah 


Assistant Clinical Professor of Surgery, University of Utah College 
of Medicine; Chairman of Section of Gastroenterology-Proctology, 
American Medical Association; Past President, American Procto- 
logical Society; Past President, American Board of Colon and 
Rectal Surgery 


5:00 
“DISABLED FOR WHAT?” 


Lemuet C. McGee, M.D., Wilmington, Delaware 

Medical Director, Hercules Powder Company; Attending Chief, 
Department of Medicine, Delaware Hospital; Visiting Professor 
of Internal Medicine, University of Pennsylvania School of Medicine 


The growth of pension plans and the increase in the number of 
older workers create for the physician more requests for clinical 
examinations directed toward evaluation of medically determinable 
impairments. Such examinations and reports are needed in the 
administration of disability benefit programs of the Social Security 
Administration, of the Veterans Administration, of insurance com- 
paaies, employers, and of other miscellaneous pension plans. 

Factual information on the nature of the impairment of the 
applicant and its effect on his functional capacity is the obvious 
and unavoidable core of the medical report. Varying levels of 
permanent disability are found to be qualifying for differing pen- 
sion plans. Furthermore, nonmedical factors of age, sex, length 
of service, education and skills, economic and social environme nt, 
and like influences enter into the acceptance or rejection of pension 
applications. Thus “‘rating’’ is ultimately administrative decision 
——s on a multifaceted base. 

With a given category of plans the standard of eligibility may 
be inability to perform any gainful work, inability to perform any 
job for the current employer, or inability to perform the regular 
job for the employer. Such variations can confuse both physicians 
and applicants unless due attention is given to (1) the varied 
requirements of the plans and (2) the fact-finding role of the 
medical examiner, who is not expected to determine whether 
disability exists under the terms of a plan. 

In addition to these potential sources of misunderstanding, there 
are other problems for the applicant and the physician alike. A 
diagnosis, in itself, may give an incomplete clue to the degree of 
impairment and its effect on working ability. The evaluation of 
the impairment needs to be sufficiently complete and up to date 
as to serve its purpose of supporting a rating or determination. If 
an impairment can possibly be corrected by medical and_ surgical 
procedures, what degree of risk should be accepted by the impaired 
worker in undergoing the procedures? 

The physician undertaking to rehabilitate a disabled worker 
quite often is thwarted by serious emotional disturbances in the 
patient which prevent ultimate recovery and satisfactory return 
to the job. The evaluation of the role of pain, of multiple minor 
impairments, and of the patient’s psychologic adaptability leave 
considerable scope for the exercise of both medical and adminis- 
trative judgment. 


July, 1961 


Program of Sections 


Section on Occupational Medicine 
5:30 p.m. meeting and reception 


Chairman: W1Li1AM JEND, Jr., M.D., Detroit 
Secretary: Joun H. Ganscuow, M.D., Detroit 


“TRENDS IN HEALTH PROGRAMS 
FOR EMPLOYEES” 


Lemuet C. McGez, M.D., Wilmington, Delaware 


Medical Director Hercules Powder Company, Attending Chie}, 
Department of Medicine, Delaware Hospital; Visiting Professor of 
Internal Medicine, University of Pennsyluama School of Medicine 


One hundred twenty-eight million Americans—72 per cent of 
the U. S. civilian population—had some form of health insurance 
through voluntary insuring organizations at the end of a recent 
year. Nearly 22 million were insured against major medical 
expense. 

The pattern of growth, starting with hospital expense has been 
to coverage for surgery, for regular medical expense, for loss of 
income, and for major medical expense. Health insurance premiums 
received by all types of voluntary insuring organizations in 1959 
reached a total of 6.7 billion. Health insurance benefits paid to 
insured persons reached 5.2 billion in the same year. The insuring 
organizations comprised 737 insurance companies, 78 Blue Cross 
plans, 68 Blue Shield plans, and over 300 independent plans. 

Medical care items in the Consumer’s Price Index (1947-49 base 
of 100), show an uneven rise during the past decade. Hospital 
room rates increased 109 per cent; general practitioner’s fees 
increased 44 per cent; dentists’ services, 35 per cent; surgeons’ 
fees, 26 per cent; prescriptions and drugs rose 23 per cent. 

Health programs are increasitgly costly. Multiplant industries 
seek a more equitable homogeneity in the prepaid insurance 
coverage for employes. Can all of the cost in medical care be 
justified? What acceptable cost control measures can be used 
— jeopardizing quality of medical care? 

Trends in the development of health programs are influenced 
by numerous factors, such as, inflation, acceptance of individual 
responsibility by the insured, the insurer and the purveyors of 
medical care, the utilization of rehabilitation facilities, the ap- 
plication of principles of preventive medicine, and growth in 
our body of medical knowledge and skill. 


Section on Otolaryngology 
5:30 p.m. reception-dinner-meeting 


Chairman: V. E. Cortropasst, M.D., Saginaw 
Secretary: D. S. Botstap, M.D., Detroit 


“PAROTID GLAND TUMORS” 


FrANK D. Laturop, M.D., Boston, Massachusetts 


Chief, Department of Otolaryngology, Lahey Clinic; Otolaryngolo- 
gist, New England Baptist Hospital; Otologist, New England Deac- 
oness Hospital 


Tumors of the parotid gland are not uncommon. The majority 
of the tumors in this location are of salivary gland origin. Other 
pathologic conditions, however, such as lymphoma, metastatic 
malignancy, Warthin’s tumor, Mikulicz’s disease and chronic in- 
flammation, may affect the parotid gland and must be differentiated 
from those of salivary gland origin. Most of the tumors of 
salivary gland origin arising in the parotid gland are benign. 
Malignant tumors do occur, however, and are much more difficult 
to eradicate than are those considered to be benign. 

The treatment of parotid neoplasms of salivary gland origin 
is primarily surgical. X-ray irradiation may be indicated in se- 
lected cases when combined with surgical intervention but, in my 
opinion, is never indicated as the sole method of treatment. There 
is no doubt that fear on the part of the surgeon that facial 
paralysis may follow excision of a parotid tumor is probably the 
greatest deterrent to the adequate removal of such a neoplasm. 
If the surgeon is familiar with the anatomy of this area and 
exercises due care, adequate surgical removal of the tumor may 
be accomplished without producing permanent paralysis of the 
face unless the tumor actually invades the facial nerve. If at 
operation the facial nerve is involved by the tumor, the nerve 
must be sacrificed in order to permit adequate removal of the 
neoplasm. Even then the patient need not be left with perma- 
nent complete paralysis of the face for suitable reparative meas- 
ures to the facial nerve will result in satisfactory relief from 
the facial palsy. 
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Section on Gastroenterology 

and Proctology 

5:30 p.m. reception-dinner-meeting 
Chairman: G. T. Brapiey, M.D., Detroit 
Secretary: L. C. ALEXANDER, M.D., Detroit 


“THE STATUS OF THE ADENOMA IN 
CANCER OF THE RECTUM AND COLON” 

Hyrum R. Reicuman, M.D., Salt Lake City, Utah 
Assistant Clinical Professor of Surgery, University of Utah College 
of Medicine: Chairman of Section of Gastroenterology-Proctology, 
American Medical Association; Past President, American Procto- 


logical Society; Past President, American Board of Colon and 
Rectal Surgery 


Section on Radiology and 
Michigan State Radiological Society 
5:30 p.m. meeting 
Chairman: Donatp A. Kocu, M.D., Port Huron 
“COMPUTER DIAGNOSIS IN RADIOLOGY” 


Gwitym S. Lopwicx, M.D., Columbus, Missouri 


Chairman, Department of Radiology, University of Missouri 

This discussion will relate to the experience of the author in 
developing the steps leading from conversion or roentgenographic 
data through numerical sequences, to the diagnosis and behavior 
through the application of a computer. The future of the program 
will be discussed, and other similar efforts will be reviewed. 


Section on Anesthesiology and 
Michigan Society of Anesthesiologists 
5:30 p.m. reception-dinner-meeting 


Chairman; Joun W. Ditzter, M.D., Detroit 


“ANESTHESIOLOGY AND THE TEXAS MEDICAL 
CENTER IN HOUSTON” 

Ws. S. Derrick, M.D., Houston, Texas 

Head of Section of Anesthesiology, University of Texas; Professor of 


Anesthesiology, University of Texas Postgraduate School of Medicine; 
Professor of Anesthesiology, University of Texas Dental Branch 


Joint Meeting of Section on Nervous and 
Mental Diseases and Michigan District 
Branch of American Psychiatric Associa- 
tion and Michigan Society of Neurology 
and Psychiatry 

5:30 p.m. reception-dinner-meeting 


Chairman: R. A. Jaarsma, M.D., Flint 
Secretary: G. H. Reye, M.D., Flint 


“PSYCHIC ENERGY” 
BeRLIEN, M.D., Miami, Florida 


Associate Professor of Psychiatry and Director of Research, Depart- 
ment of Psychiatry, University of Miami School of Medicine 
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Section on Ophthalmology 
5:30 p.m. meeting 


Chairman: Paut VAN PortTruietT, M.D., Grand 
Rapids 
Secretary: Robert J. Crossen, M.D., Detroit 


“MELANOTIC EPIBULBAR TUMORS” 
BraDLey R. SrraatsMA, M.D., Los Angeles, California 


Associate Professor of Surgery; Chief, Ophthalmology, University of 
California Medical Center; Consultant and Chief of Ophthalmology, 
Harbor General Hospital, Los Angeles and Veterans Administration 
Hospitals; Consultant to Surgeon General, USPHS 

Melanotic tumors of the eyelid and conjunctiva are of the greatest 
significance because of their frequent occurrence and the importance 
of accurate diagnosis. These lesions develop from two major cell 
groups that are capable of forming melanin in the skin and mucous 
membranes. One of these is located at the junction of the epi- 
thelium and underlying tissue; the other group is located in the 
connective under the epithelium. 

Melanin forming cells at the junction of epithelium and under 
lying tissue are responsible for racial skin pigmentation, account for 
tanning after active radiation, and are seen in the conjunctiva as 
striated pigment spots near the limbus. Tumor formation from these 
cells accounts for the common nevus in its junctival, compound, and 
for the condition of precancerous and cancerous melanosis dermal 
forms. Any névus with a junctival component and any lesion of 
precancerous melanosis may undergo alteration and become a malig- 
nant melanoma. Melanin producing cells in the subepithelial tissue 
account for the Mongolian spot, the extrasacral spot, and the pig- 
ment about emmissary vessels of the eye. In excess, these cells are 
responsible for melanosis oculi or nevus of Ota, and they may 
proliferate to form a blue nevus or, rarely, a malignant melanoma. 

These pigmented lesions require the utmost care in clinical study 
and histological diagnosis to insure appropriate management. 


THURSDAY EVENING 
September 28, 1961 


State Society Night 


STATE SOCIETY DINNER DANCE 
Ballroom, Pantlind Hotel, Grand Rapids 


7:00 p.m. Reception-Dinner-Speaker 


THE ANDREW P. BIDDLE, M.D., LECTURE 

“SO YOU WANT TO GO INTO BUSINESS” 

Homer H. Stryker, M.D., Kalamazoo, Michigan 
Orthopedic Surgeon; Chief of Orthopedic Service, Borgess Hospital 
Floor Show and Dancing 


All MSMS members and their ladies are invited to the 
“State Society Dinner Dance.’ This new event combines 
the former Officers Night Dinner Dance and the State 
Society Night “gridiron.” 





HOTEL RESERVATIONS 
for the 
96th ANNUAL SESSION 
MSMS 
should be made 
NOW 
Write Jack Ament, Secretary 
MSMS Housing Committee 
Pantlind Hotel, 
Grand Rapids, Michigan 
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NINETY-SIXTH ANNUAL SESSION 


FRIDAY MORNING 
September 29, 1961 


Registration: 8:30 a.m., Civic Auditorium 


Exhibits: 9:30 a.m., Civic Auditorium 


Fifth Assembly 


Black and Silver Ballroom, Civic Auditorium 


Chairman: R. A. JAARsMA, M.D., Flint 
Secretary: S. T. Harris, M.D., Ypsilanti 


A.M. 
9:00 


Panel on “PSYCHIATRIC INTERVIEW TECH- 
NIQUES WITH SPECIAL REFERENCE TO GEN- 
ERAL PRACTICE” 


Moderator: 


WinsLow G. Fox, M.D., Ann Arbor, Michigan 


Panelists: 


IvAN C. Beriien, M.D., Miami, Florida 

Associate Professor of Psychiatry and Director of Research, Depart- 
ment of Psychiatry, University of Miami School of Medicine 
Tueopore A. Watters, M.D., New Orleans, Louisiana 
Clinical Professor of Psychiatry, Louisiana State University School 


of Medicine; Consultant in Psychiatry, The Texas County and 
Illinois Central Railroad 


10:00 INTERMISSION TO VIEW EXHIBITS 


11:00 


“CONTINUATION OF PANEL ON PSYCHIATRIC 
INTERVIEW TECHNIQUES WITH SPECIAL REF- 
ERENCE TO GENERAL PRACTICE” 


11:30 


Panel on “EXAMINATION AND SPECIAL MEDI- 
CAL PROBLEMS OF THE ADOLESCENT” 


Moderator: 
James L. Witson, M.D., Ann Arbor 


Professor of Pediatrics and Communicable Diseases; Chairman, De- 
partment of Pediatrics and Communicable Diseases, University of 
Michigan Medical Center 


Panelists: 


J. Rosweti GAtiacH_ER, M.D., Boston, Massachusetts 
Chief, The Adolescent Unit, Children’s Hospital Medical Center; 
Lecturer on Pediatrics, Harvard Medical School 

Cart P. Huser, M.D., Indianapolis, Indiana 


Professor and Chairman, Department of Obstetrics and Gynecology, 
Indiana University School of Medicine; Chief of Staff, Wm. H. 
Coleman Hospital for Women, Indiana University Medical Center 


July, 1961 


P.M. 
12:30 


END OF FIFTH ASSEMBLY 


12:30 
FINAL INTERMISSION TO VIEW EXHIBITS 


FRIDAY, SEPTEMBER 29, 1961 


Program of Sections 


Joint Meeting of Sections on Radiology, 
Pathology and Michigan Pathological 
Society 


2:00-5:00 P.M. 


Chairman: Donavp A. Kocn, M.D., Port Huron 
Secretary: JaMes G. Worter, M.D., Detroit 


BONE TUMOR SEMINAR 


Moderator: 

ErRNeEstT E, Arcerter, M.D., Philadelphia, Pennsylvania 
Director of Pathology, Temple University School of Medicine and 
Hospital 

Participant: 


Gwitym S. Lopwicx, M.D., Columbus, Missouri 


Section on Pediatrics and 
Michigan Branch, American 
Academy of Pediatrics 

6:00 p.m., Reception—Dinner-Meeting 


Chairman: Joun L. Doyize, M.D., Grand Rapids 
Secretary: Scott T. Harris, M.D., Ypsilanti 


“THE ADOLESCENT AND OUR SOCIETY” 


Roswe._L GALLAGHER, M.D., Boston, Massachusetts 


J 
Chief, The Adolescent Unit, Children’s Hospital Medical Center; 
Lecturer on Pediatrics, Harvard Medical School 


A discussion of the general nature of the adolescent, the problems 
which his physiological and psychological growth processes present 
to him, and the influence which genetic and environmental factors 
have upon his development, together with some comments about 
the prevention of their problems. 


THAT IS 
THE MSMS ANNUAL SESSION! 





Annual Committee Reports 


ANNUAL REPORT OF MENTAL 
HEALTH COMMITTEE—1960-1961 


Summary of Recommendations: 


that work continue upon the understanding of 
critical problems during community disaster; 
that this Committee cooperate to the fullest 
extent of its abilities with the MSMS National 
Defense Committee; 

that MSMS education resources be available 
for our AMA Psychiatric Congress, scheduled 
for the fall of 1961; 

that the Mental Health Committee chairman, 
or his designated delegate, attend the AMA 
Annual Conference of Mental Health Repre- 
sentatives of State Medical Associations; 

that our MSMS Legislative Committee con- 
tinue active support of the Interstate Compact 
on Mental Health; 

that educational work on the medical, in- 
cluding personal, problems of patient care in 
nursing homes be continued; 

that there be an MSMS Committee on 
alcoholism and narcotics addiction; 

that continuing orientation with regard to 
hypnosis, particularly the grave responsibility 
connected with it, be provided for the under- 
graduate medical student and for the physician 
in practice; 

that health opportunity for the mentally re- 
tarded child be a subject of intensive appli- 
cation; 

that every M.D. contribute to the success of 
the admirable project HOPE; 

that representatives of our MSMS Woman’s 
Auxiliary be invited to attend regular meet- 
ings of the MSMS Mental Health Committee; 
that a Mental Health Number of our MSMS 
Journal be encouraged ; 

that The Council affirm its stand that the 
practice of psychotherapy is the practice of 
medicine ; 

that Mental Health bills introduced into the 
State Legislature be carefully studied. 


During the year ending June, 1961, this Com- 
mittee held four general meetings. Beloved Osler 
considered the magic word in medicine to be: 
Work. A magic word which may be added is: 
Education. Illness, accident, and every kind of 
health ordeal, are most costly forms of education. 
Education to health is most economic. The Com- 
mittee has systematically aimed at advancing the 
practicality of psychiatry for its use by every M.D. 
The Michigan Clinical Institute Panel on Care 
of the Older Person in Nursing Homes, joint pro- 
ject with the MSMS Geriatrics Committee, proved 
helpful. Doctor Raymond W. Waggoner and his 
subcommittee prepared an excellent Mental Health 
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Number for our MSMS Journat (September, 
1961). The Chairman thanks every member of 
his committee for the finest kind of collaboration 
and inspiration, 
Joun M. Dorsey, M.D., Chairman 
Z. S. Boun, M.D., Vice Chairman 
C. P. Barker, M.D. 
1. W. Brrp, M.D. 
. N. Brown, M.D. 
. O. Creacer, M.D. 
T. J. Heipt, M.D. 
. N. Hersuey, M.D. 
. H. Hirscuretp, M.D. 
/. T. Hystop, M.D. 
. F. Kernxamp, M.D. 
. A. LaCorg, M.D. 
. J. Marra, M.D. 
C. J. Mumsy, M.D. 
W. H. Osenaur, M.D. 
D. D. Saton, M.D. 
W. R. SLENGER, M.D. 
R. W. Wacconer, M.D. 
H. B. Zemmer, M.D., Advisor 


ANNUAL REPORT OF RHEUMATIC FEVER 
CONTROL COMMITTEE—1960-1961 

The Rheumatic Fever Control Committee re- 
commends that, pending the outcome of a survey 
now in progress, its activity continue along edu- 
cational lines directed to the medical profession. 

Although Rheumatic Fever Diagnostic Centers 
continue to become less active, and to become in- 
active in at least one case, the public (Time, April 
28, 1961) continues to be made aware of the fact 
that rheumatic fever is a major problem. Members 
of the Rheumatic Fever Control Committee are 
of the collective opinion that diagnosis and treat- 
ment of streptococcal infections and prophylaxis 
of recurrent rheumatic episodes is still not at an 
optimal level. A program is now under way to 

1. Ascertain the status of rheumatic fever in 
selected Michigan hospitals providing arrange- 
ments can be made by the Michigan Crippled 
Children Commission to obtain funds for a study 
to be made of the records collected by the Com- 
mission on Professional and Hospital Activities, 
Ann Arbor. 

2. Ascertain M.D. interest by re-issuing the Desk 
Reference Cards to those members of MSMS who 
request them in response to an initial mailing of 
one of the critical (Number 2, Prevention and 
Prophylaxis) cards. 

A subcommittee working with Ann Arbor and 
Detroit men will revise this card during the sum- 
mer, and at its next meeting each member of 
the Committee will submit a revision for one of 
the remaining cards, so that the entire series will 
again be in line with current thinking. The com- 
plete series of 20 cards provides a concise review 
of rheumatic fever. 

It has been recommended that the name and 
scope of this Committee be changed to “Cardiac 
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Disease Control’; this change will come up at the 
next House of Delegates meeting. 


The Committee notes with regret the untimely 
death on February 7, 1961, of Dr. Earle Schu- 
macher of Grand Rapids at the age of thirty-five. 

The committee wishes to thank the staff of 
MSMS for its assistance in the Committee’s work. 


The only meeting of the Committee was on 
April 26, 1961. 


Ropert E. Fisuer, M.D., Chairman 
F. J. Cuapin, M.D., Vice Chairman 
E. W. Apams, M.D. 

R. R. Barser, M.D. 

J. G. Bretawsk1, M.D. 

CARLETON Dean, M.D. 

A. E. Gamon, II, M.D. 

S. T. Harris, M.D. 

T. B. Hitz, M.D. 

C. L. Hoocertanp, M.D. 

J. D. Lrrtic, M.D. 

N. L. Mattruews, M.D. 

W. B. Protruro, M.D. 

J. S. Rozan, M.D. 

D. S. Smirn, M.D. 

B. J. Sweeney, M.D. 

R. D. Tupper, M.D. 

H. R. Wetsueir, M.D 

Mr. ABRAHAM BRICKNER, Advisor 
Mr, JAMeEs Gerity, JR., Advisor 


ANNUAL REPORT OF MATERNAL 
HEALTH COMMITTEE—1960-1961 


October 1960 meeting at the Statler Hotel in 
Detroit. The subcommittees on expectant parent 
education, medical liaison, maternal mortality re- 
view and perinatal mortality were all reappointed. 


We laid the plans for a meeting in Flint for 
January, Doctor Bald to direct the planning 
specifically. 


There was some discussion, no action, on a 
possible plan to stimulate a better family relations 
program in schools. 

In January, 1961, the Flint meeting was a huge 
success. The State Society had invited county 
medical society maternal health chairmen but this 
representation was disappointing. We were intro- 
duced to the Clara Elizabeth Fund activities under 
the organization of Dave Treat. He did a great 
job as did Doctor Bald. In the evening, George 
W. Anderson, M.D., of Boston, provided by the 
Clara Elizabeth Fund and the State Health De- 
partment, gave an excellent review of the pa- 
thology involved and the general subject of peri- 
natal mortality. Doctor Cipparone from Lansing’s 
St. Lawrence Hospital pathology staff likewise dis- 
cussed the subject. Doctor Trescott of our Com- 
mittee and Doctor Cipparone have been instru- 
mental in establishing one of the State’s best 
studies of infant deaths. 

On May 11, 1961, a meeting was held at the 
Lansing Country Club. The wives were invited 
at the individual doctor’s expense. The year’s work 
was summarized but no new activities were plan- 
ned until the Chairman for next year is appointed. 


July, 1961 


John M. Sheldon, M.D., of the University of 
Michigan Department of Postgraduate Medicine, 
presented a review of the Postgraduate activities of 
the University. 

The Maternal Health Committee will partici- 
pate as usual in the Walden Woods program for 
expectant parent teachers. This activity is a yearly 
project of the Health Department. 


F. A. Jones, Jr., M.D., Chairman 
H. A. Ort, M.D., Vice Chairman 
F. W. Bap, M.D. 

C. A. Beuney, M.D. 

C. M. Bett, M.D. 

H. R. BruKarpt, M.D. 
Go.prz B. CorNetiuson, M.D. 
C. E. Daritnc, M.D. 

A. L. Fotry, M.D. 

E. C. Garsvtenzer, M.D. 

W. F. Gorns, M.D. 

J. E. Harryman, M.D. 

Wm. W. Jack, M.D. 

Wo. W. Kirtt, M.D. 

W. C. LamsBert, M.D. 

H. W. Lonocyear, M.D. 

A. G. McQuaic, M.D. 

N. F. Mirtier, M.D. 

H. R. Moor, M.D. 

J. W. Peeten, M.D. 

A. C. Rutzen, M.D. 

H. W. Stmtr, M.D. 

C. S. Stevenson, M.D. 

P. E. Sutton, M.D. 

M. Suzukxt, M.D. 

D. W. Txuorvp, M.D. 

J. H. Tispet, M.D. 

C. E. Tosuacn, M.D. 

R. F. Trescotr, M.D. 

H. R. Wiiutams, M.D. 

Mary Lov Byrp, M.D., Advisor 


ANNUAL REPORT OF ADVISORY COMMITTEE 
TO WOMAN’S AUXILIARY—1960-1961 

The Chairman of the Advisory Committee to 
the Woman’s Auxiliary has had first hand contact 
with them this year and has realized what a tre- 
mendous job they are doing. We have not been 
called upon to assist them specifically in any ca- 
pacity this past year because their committees seem 
to function very smoothly and much has been 
accomplished. 

Their contribution to AMEF this year will be 
close to $9,000.00 . . . their health careers chair- 
men from the county level have raised close to 
$6,000.00 . . . their legislative activities have 
resulted in thousands of letters written to Congress 
protesting Forand type legislation. At this time 
they are working on Operation “Coffee Cup” .. . 
one hundred records of “Ronald Reagan speaks 
out against Socialized Medicine” are being dis- 
tributed throughout the State. This project was 
the result of the emergency meeting of the House 
of Delegates in Lansing April 16, 1961. 

The Auxiliary has been pleased to cooperate 
with the Advisory Committee of the State Society 
and expresses its thanks to all the staff of the 
Michigan State Medical Society offices in Lansing, 
and especially to Messrs. Bill Burns, Hugh Brenne- 
man, and Warren Tryloff. 
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There was no formal meeting with the Auxiliary 
officers since Convention in Detroit last September, 
however, being the husband of the President, I 
feel that their activities were well observed because 
it was my privilege to be in contact with most of 
the officers these past twelve months and also the 
year before that. 

There is still a gap in the membership of the 
Auxiliary I strongly recommend that the 
county medical societies extend greater coopera- 
tion to the Auxiliary. Approximately half of the 
doctors’ wives throughout the State belong and 
unless we encourage our wives to become auxiliary 
members, we are missing out on a very strong 
potential of the very finest public relations media. 

It is my recommendation that the ‘Advisory 
Committee and members of the Michigan State 
Medical Society staff meet with the officers and 
finance committee of the Woman’s Auxiliary at 
least once a year to become better acquainted 
with their projects, activities and finances. 

Paut IvKovicu, M.D., Chairman 


E. H. MEtseEt, Jr., M.D. 
R. E. Reacan, M.D. 


ANNUAL REPORT OF ADVISORY COMMITTEE 
TO THE MICHIGAN STATE MEDICAL 
ASSISTANTS SOCIETY—1960-1961 


The Advisory Committee to the MSMAS had 
one formal meeting on March 9, 1961 with the 
Executive Committee of MSMAS. Several in- 
formal meetings were held between the Chairman 
of the Advisory Committee and the officers of the 
Medical Assistants Society. 

The current activities of this Committee are: 

1. The adoption of the University of Michigan 
teaching syllabi to the junior colleges and other 
local institutions for future training of medical 
assistants, 

2. Formal recognition of the medical assistants 
that have completed this three-year in-service 
program. MSMS has agreed to register in its 
offices the ladies that have completed the program 
and the Medical Assistants Society will recognize 
each person who has completed the full course of 
study with a certificate. The extension service of 
the University of Michigan has presented certifi- 
cates already to those who have completed the 
courses in the pilot project. The organization at 
the present time is investigating its financial and 
membership potential so that it can consider open- 
ing a fulltime office for their society. They may 
need some temporary support from the doctors of 
the State for the first year or two until they can 
place this office on its feet. 

3. An office could provide an even better State 
Medical Assistants Publication including advertis- 
ing, classified ads particularly those for medical 
assistants, keep the membership records and the 
dues collected, promote the organization on a full- 
time basis, et cetera. 
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This organization has won the National Award 
for the best publication for two years in succession. 

Future activities include a National convention 
which will be held in Detroit following the MSMS 
meeting in September of 1962. 

The American Association of Medical Assistants 
has grown from nothing to over 9,000 members 
in five years. The Michigan organization has 
about 1,000 members and is one of the strongest 
in the National organization, They have received 
support from the AMA and from MSMS and the 
MSMAS Advisory Committee recommends that 
the doctors of Michigan continue to support this 
organization and that doctors themselves render 
any additional encouragement that they can. 


G. E. Mittarp, M.D., Chairman 
R. E. Cartson, M.D. 

D. B. Jounson, M.D. 

A. S. Narotzxy, M.D. 

J. W. Rice, M.D. 

T. J. Trapasso, M.D. 


ANNUAL REPORT OF THE ETHICS 
COMMITTEE—1960-1961 


As of this date, May 22, 1961, there have been 
no ethical problems submitted to this committee. 
Every member was contacted by phone two weeks 
before the deadline and nobody has had a com- 
plaint from anyone. 

It could be that the great issue of the King- 
Anderson Bill, H.R. 4222, and its implications has 
made all other problems seem insignificant and 
totally unworthy of any attention. 

We have heard here and there of some minor 
infractions but none apparently grew to any pro- 
portions and were buried in the present threat 
of socialized medicine. 

Whatever the explanation it seems to show that 
possible violators have seen fit to behave or else 
the errors of commission have been intentionally 
brushed aside for the present more vital issues. 

The budget of this Committee will have been 
used for more important things and to whatever 
is the cause of the complete lack of irritating un- 
ethical problems worth spending time on we are 
grateful. We believe this establishes a record since 
the State Society formed an Ethics Committee. 

If any reader of this report is especially interest- 
ed in ethics, the AMA has recently published a 
fine manual: “Opinions and Reports (of the 
AMA) Judicial Council, abstracted and annotated 
to the Principles of Medical Ethics: December, 
1960.”” Copies may be obtained free by writing to 
the AMA, 535 North Dearborn St., Chicago 10, 
Illinois. 


H. W. Porter, M.D., Chairman 

W. L. Harrican, M.D., Vice Chairman 
F. M. Dove, M.D. 

F. H. LinpenFretp, M.D. 

J. D. Miter, M.D. 

A. Hazen Price, M.D. 

P. K. Stevens, M.D. 
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ANNUAL REPORT OF COMMITTEE ON 
STUDY OF PREVENTION OF 
HIGHWAY ACCIDENTS—1960-1961 


One meeting of the Committee was held in the 
fall and discussion was held with the Executive 
Secretary of the Michigan Safety Commission and 
with the Chief of the Driver Improvement Pro- 
gram of the Michigan Department of State. Mu- 
tual problems were discussed in the field of driver 
licensing. It was moved by the Committee that 
the MSMS send another notice to the county 
medical societies urging them to appoint county 
medical appeal boards for the medical evaluation 
of drivers whose licenses have been suspended, 
where the Department of State feels that a physi- 
cal condition detrimental to driving may exist. The 
formation of such boards was recommended by 
the Committee and passed on favorably by The 
Council in 1959, but few county societies have 
appointed them as yet. Action on these minutes 
at the time of preparing this report still has not 
been made by The Council due to illness of Legal 
Counsel and other pressing matters. For this rea- 
son, a second meeting of the Committee for the 
spring was not called. 

During the year, the members of the Committee 
were active in many local traffic safety endeavors. 
The Chairman participated in the programs of 
the State Safety Conference in Lansing and of 
the State Health Conference in Flint, and col- 
laborated in the preparation of the letters sent to 
the motor car companies from the State Society 
as a result of the resolution of the House of Dele- 
gates last year. He also participated in the traffic 
safety program of the Bay-Arenac-Iosco County 
Medical Society in the winter. 

J. R. Ropcer, M.D., Chairman 
G. H. Acate, M.D. 

R. T. BLackuurst, M.D. 
H. E. DePree, M.D. 

C. M. Hansen, M.D. 

E. H. HeENEveELp, M.D. 

W. N. Herpert, M.D. 

A. Z. Howarp, M.D. 

S. N. Lyttie, M.D. 

S. E. Mrtter, M.D. 

W. D. Peterson, M.D. 

H. J. Meter, M.D., Advisor 


ANNUAL REPORT OF THE PUBLIC 
HEALTH COMMITTEE—1960-1961 


The Public Health Committee constitutes a 
change in name from that of the Preventive Medi- 
cine Committee which it replaced. 

It is the opinion of the members of this com- 
mittee that the change in name would indicate 
that a somewhat enlarged concept of the purpose 
of the committee to the extent that not only the 
activities on disease prevention should be continu- 
ed and extended but continued emphasis on health 
promotion of the people of Michigan must be pro- 
vided. 

By such a committee policy, the committee can 
assume its role of stimulating activities in the 
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MSMS Presidential Program and also serve as the 
coordinator of the various committee activities. 
the chairmen of which make up the membership 
of the Public Health Committee. 

It is contemplated that the Public Health Com- 
mittee should serve not only as a coordinating 
agency of the various activities of the various 
committees above referenced but should also meet 
shortly after the Annual Meeting of the MSMS in 
order to consider overall planning for the coming 
year of committee activities. 

One meeting was held by the Public Health 
Committee this year at which time the members 
reported on the activities of their specific com- 
mittees. Minutes of all committee meetings have 
been studied by the Chairman of the Public Health 
Committee and reports show an _ exceptionally 
significant and productive work. 


O. D. Stryker, M.D., Chairman 
B. E. Brusu, M.D. 

J. M. Dorsey, M.D. 

R. E. Fisner, M.D. 

A. E. Heustis, M.D. 

E. A. Irvin, M.D. 

F. A. Jones, Jr., M.D. 

Wma. M. LeFevre, M.D 

H. M. Netson, M.D. 

A. Hazen Price, M.D. 

R. L. Rapport, M.D. 
BENJAMIN SCHWIMMER, M.D. 
J. M. Suetpon, M.D. 

H. A. Tows.ey, M.D. 

R. H. Trmesy, M.D. 

W. S. Reveno, M.D. 


ANNUAL REPORT OF TUBERCULOSIS 
CONTROL COMMITTEE—1960-1961 


The Tuberculosis Control Committee met on 
March 1, 1961. 

1. The Committee restated its firm belief that 
tuberculosis continues to be a serious public health 
problem, and that this is no time to discontinue 
intensive efforts directed towards case finding and 
adequate treatment, 

2. In conjunction with Michigan Tuberculosis 

Association a joint Speakers Bureau has been 
established which is available to speak to both 
professional and lay groups. 
3. The Committee notes a lack of specific in- 
formation on the subject of tuberculosis detection, 
treatment and control on the part of practicing 
physicians, and recommends to The Council that 
the subject of tuberculosis should be incorporated 
in the appropriate section of the Michigan Clini- 
cal Institute. 

+. The Committee was represented at two meet- 
ings of the Michigan Tuberculosis Coordinating 
Council, a new organization designed to bring to- 
gether the many groups concerned with tuber- 
culosis and its control, 

5. The Committee concurred in the recommen- 
dations of the Michigan Tuberculosis Coordinat- 
ing Council not to consider compulsory skin testing 
at this time and approved the recommendations 
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of Michigan Tuberculosis Coordinating Council 
in regard to the testing of school personnel. 


6. The Committee noted that the organization 
of the State Health Department is such that 
decisions of the Commissioner of Health are uni- 
lateral, and he is therefore unable to benefit from 
the advice of MSMS. Therefore, the Committee 
recommends to The Council of MSMS that it 
direct its Legislative Committee to investigate the 
advisability of reorganization of the Department 
of Health to establish a Board of Health so em- 
powered as to provide for checks and balances on 
the decisions of the Commissioner. 


R. L. Rapport, M.D., Chairman 
ABRAHAM BeEcKER, M.D. 
P. T. Cuapman, M.D. 
M. B. Conover, M.D. 
W. N. Davey, M.D. 

J. L. Ecre, M.D. 

J. L. Ispister, M.D. 

A. H. Kempter, M.D. 
E. J. Kropp, M.D. 

Sc. P. Menas, M.D. 

G. H. Puiturrs, M.D. 
R. A. Rasmussen, M.D. 
C. J. Strincer, M.D. 

J. W. Towey, M.D. 
Jack Foy Wu, M.D. 
STEWART YNTEMA, M.D. 


ANNUAL REPORT OF IODIZED SALT 
COMMITTEE—1960-1961 


Plans for a film on the importance of using 
iodized salt are being completed and we hope 


to have this educational movie available soon for 
distribution to several Michigan groups. 

An up-to-date scientific exhibit is planned for 
the MSMS Annual Meeting in Grand Rapids in 
1961. Doctor Beierwaltes attended the 4th Inter- 
national Goiter Conference in London, England, 
and gave us a summary of the material presented 
there. Doctor Altland presented the results of 
surveys on the sale of plain vs. iodized salt in four 
Michigan counties (Houghton; Macomb; Mid- 
land; Wexford), and again brought out the need 
for continuing public education. 

One meeting was held during the year at the 
home of Harry M. Towsley, M.D. at Ann Arbor. 
Our chief project is to finish the movie and give 
it nation-wide distribution to Parent-Teacher 
Association, school groups, grange meetings, etc. 

B. E. Brusu, M.D., Chairman 

H. A. Towsrey, M.D., Vice Chairman 
J. K. ALtTLanp, M.D. 

Wo. H. Bererwa.tes, M.D. 


J. R. Carney, M.D 
R. L. Wacconer, M.D. 


ANNUAL REPORT OF OCCUPATIONAL 
MEDICINE COMMITTEE—1960-1961 

1. Two Committee meetings were held—-March 
10 and May 12, 1961. 

2. Committee requested that the name of the 
Committee be changed to, “Committee on Occu- 
pational Health.” This change will be consistent 
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with the name of the Council on Occupational 
Health of the American Medical Association. 

3. A recommendation was made to The Council 
of the MSMS that a program to improve health 
maintenance of employees in industry be formulat- 
ed by the Committee and that action, subject to 
approval of The Council, be taken which would 
accomplish objectives of this program. 

4, A joint meeting is planned with the legal 
representative of the MSMS and representatives 
of the Michigan Association of Professions for the 
discussion of the problem of workmen’s compen- 
sation in Michigan. 

5. The Committee is in the process of developing 
the scope and objectives of this Committee. 

E. A. Irvin, M.D., Chairman 
S. E. Anprews, M.D. 

J. G. Beat, M.D. 

T. I. Bomgau, M.D. 

E. B. Cupney, M.D. 
Epwin De Joncn, M.D. 
J. H. Ganscuow, M.D. 
F. E. Kors, M.D. 

D. F. Kupner, M.D. 

C. P. McCorp, M.D. 

G. P. Moors, M.D. 

R. D. Mupp, M.D. 

P. J. Oscuner, M.D. 

O. J. Preston, M.D. 

D. M. Ricumonp, M.D. 
N. W. ScHo.te, M.D. 
M. W. SHELLMAN, M.D. 
S. D. Sremner, M.D. 

W. E. VanGevper, M.D. 
A. H. Wuirtaxer, M.D. 
J. K. Wricut, M.D. 


ANNUAL REPORT OF VENEREAL DISEASE 
CONTROL COMMITTEE—1960-1961 

One meeting was held by this Committee dur- 
ing the year 1960-61 and several matters of im- 
portance were discussed. 


The following recommendations were made: 

1. That the Michigan Department of Health 
laboratories continue the use of the VDRL in lieu 
of the Kahn as the standard reagin test. 

2. That the records of the Michigan Rapid 
Treatment Center be preserved for study at the 
appropriate time when funds are available. 

3. That there was a need for physician educa- 
tion in veneral disease. 

4. That the United States Public Health Service 
be encouraged to continue mass screening surveys 
in high incidence areas. 

5. That the routine admission STS be continued 
by hospitals, 


Dr. John A. Cowan reported an increase of 
primary and secondary syphilis in Michigan in 
1959-1960 over 1958-1959. The figures were 146 
for the former, and 79 for the latter. Increases 
had taken place in Berrien, Gratiot, Isabella, 
Genesee, and Wayne Counties. Every other cate- 
gory of syphilis decreased during this period. He 
reported that the national figures show an in- 
crease of 52% in primary and secondary syphilis 


JMSMS 





ANNUAL REPORTS 


in 1960 over 1959. He advised the Committee 
that of 22 Health Department Veneral Disease 
Clinics in Michigan, only Calhoun County, Kala- 
mazoo County, Flint City, Detroit City, and 
Wayne County have darkfield equipment. He re- 
ported that 50% of the private laboratories in 
Michigan report positive serological tests for syphi- 
lis reported by private physicians. 

Doctor Schwimmer stressed the importance of 
the physical examination as a major part of the 
diagnosis of syphilis, so that the physician need 
not rely entirely on the laboratory for diagnosis. 
Physical examination also aids in better interpre- 
tation of laboratory findings. He also expressed 
the opinion that an important factor in the local, 
state, and national rise in infectious syphilis is 
the decreasing use of penicillin. The increasing 
danger of anaphylaxis has resulted in fewer per- 
sons being cured of syphilis or rendered non-in- 
fectious inadvertently if they are treated with 
penicillin for some other condition. 

A letter was sent to Doctor Loren W. Shaffer 
in Florida, inviting him to attend future meetings. 
The Chairman commended the attendance of 
Doctor R. S. Breakey and invited him to attend 
future meetings. 


BENJAMIN SCHWIMMER, M.D., Chairman 
M. W. Axccorn, M.D. 

J. A. Cowan, M.D. 

A. C. Curtis, M.D. 

R. H. Grexin, M.D. 

Rut Herrick, M.D. 

P. J. Hetrre, M.D. 

H. L. Kem, M.D. 

R. I. Lurm, M.D. 

H. C. Tertitman, M.D. 
KorneEtius VAN Goor, M.D. 
R. S. Breakey, M.D., Advisor 
L. W. SHAFFER, M.D., Advisor 


ANNUAL REPORT OF GERIATRICS 
COMMITTEE—1960-1961 


The Geriatrics Committee is preparing again an 
issue of the Michigan State Medical Society Jour- 


nal—October, 1961—to be devoted to some of the 
community projects for the aging throughout our 
State. 

A complete evaluation is under way of the pilot 
project recently conducted in Grand Rapids for 
the examination of individuals applying for old 
age assistance. It is hoped it will be applicable in 
other areas. 

A subcommittee is studying ways and means of 
caring for older people who are mentally ill and 
could be cared for in facilities other than state 
hospitals. ‘The possibility of using selected nursing 
homes for this type of care is being considered. 

Another subcommittee is studying a new project 
for housing the elderly in conjunction with Wayne 
University Medical School. It is hoped this could 
be used as a research effort to study all the factors 
influencing the lives of older people. 

Our Committee has met three times during 
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the year 
Arbor, 

The May, 1960, issue of the Michigan State 
Medical Society Journal was devoted to the well 
older person and reprints have been widely 
distributed throughout the country to all state 
medical societies and to many of the delegates to 
the White House Conference on Aging. This was 
made possible through a grant from the McGregor 
Fund. 

Three members of our Committee were dele- 
gates to the White House Conference on Aging 
and reported in detail to the Committee of all that 
happened at this very important meeting. 


once each in Detroit, Lansing, and Ann 


A public meeting was held in Detroit during the 
Michigan Clinical Institute as a combined effort 
of the Mental Health and Geriatrics Committees. 
The psychologic and psychiatric aspects of patient 
care in nursing homes was the subject under dis- 
cussion. Dr. Jack Weinberg of Chicago was the 
principal speaker, and his coming was made 
possible by the McGregor Fund. 

Three of our members have been active with the 
Joint Council to Improve the Health Care of the 
Aged, meeting with the other associations’ mem- 
bers at regular intervals. Recently a section of the 
Michigan Health Council’s annual meeting was 
devoted to this subject. 

While the State Society is not a co-sponsor of 
the University of Michigan Gerontology Con- 
ference this year, we hope to have a large repre- 
sentation at the meeting. The Political Aspects 
of Aging is the conference theme, and medicine’s 
viewpoint must be presented. 

A. Hazen Price, M.D., Chairman 
F. C. Swartz, M.D., Vice Chairman 
H. B. Bennett, M.D. 
J. R. Brink, M.D. 
S. E. Cuaprin, M.D. 
J. W. Cray, M.D. 

E. F. Crippen, M.D 

R. L. Fitts, M.D 
J. V. Forreano, M.D. 

P. C. Girtins, M.D. 
A. ‘H. Hirscureitp, M.D. 
O. A. Netson, M.D. 
Jack Rom, M.D. 
Herspert RosensAuM, M.D. 
>. H. Ross, M.D. 

. F. Secar, M.D. 

. W. Setters, M.D. 

1. K. Stroup, M.D. 

:. A. THompson, M.D. 

7. K. Voix, M.D. 

5. C. Wiersma, M.D. 


ANNUAL REPORT OF THE POSTGRADUATE 
MEDICAL EDUCATION COMMITTEE— 
1960-1961 

The Committee on Postgraduate Medical Edu- 
cation met on December 8, 1960 and reviewed 
the postgraduate program. The reports from 
chairmen in the various centers indicate that the 
program was a successful one in all instances. 
These comments were reviewed and discussed. The 
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subjects presented, attendance, and speakers on 
the program for 1960-61 were as follows: 
Fall 1960-61 


18 
116 


Centers 

Alpena tena 
Battle Creek .......... 
Bay City . 
Cadillac 

Jackson 

Lansing 

Midland 
Muskegon 

Niles : 

Port Huron 
Roscommon 
Traverse City . 


Spring 
63 
67 
20 
40 
15 
30 
70 
+6 


Upper Peninsula 
Escanaba . 
Houghton 
Iron Mountain .... 
Ironwood 
Marquette .... 
Menominee 


Sault Ste. Marie. 


The following subjects were presented: 


Fall Program 

Adolescence 

Alcoholism: Liver Disease 

Alcoholism: Psychiatric Problems 

Arterial Surgevy in Renal Hypertension 

Auto-Immune Bodies—What Part do they Play in Dis- 
ease? 

Cardiac Arrhythmias 

Clinical Use of Coronary Vasodilators 

Current Concepts of Cardiac Function 

Hemorrhagic Diseases 

Open Heart Surgery 

Orthopedics Pain Syndrome 

Poliomyelitis Immunization in Early Infancy: 
lems and Solution 

Practical Aspects of Diabetic Management 

Problems in Medical Education and How Physicians 
and Medical Societies Can Help 

Radiation Therapy 

Renal Aspects of Hypertension 

Some Aspects of Radiation Therapy 

Some Infectious Disease Problems 

Subacute Thyroiditis 

Thrombo-embolism 

Thyroid Disease 

Unusual Types of Heart Disease 

Urology 


Its Prob- 


Spring Program 

Alcoholism: Liver Disease 

Alcoholism: Psychiatric Problems 

Arterial Surgery in Renal Hypertension 

Auto-Immune Disease 

Chemotherapy of Malignant Disease 

Emotional Responses to Anesthesia and Surgery 

Fractures in Children 

Iron Deficiency Anemia—Its Diagnosis and Treatment 

Low Hazard X-ray Diagnosis 

Malignancies and Benign Growths of the Head, Face 
and Neck 

Management of Acute Disorders of the Eye 

Medical and Surgical Aspects of Cardiovascular Emer- 
gencies 

Medical and Surgical Aspects of Operations in Poor 
Risk Patients 
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Poliomyelitis Immunization in Early Infancy 

Problems in Medical Education and How Physicians 
and Medical Societies Can Help 

Surgery of Skin Cancer 

Surgical Risk in Cardiac Patients 

Treatment of Injuries of the Hand 

Unusual Types of Heart Disease 

Vascular Headaches 


The following named physicians participated in 
the teaching program: Carl E. Badgley, M.D., 
Wm. H. Beierwaltes, M.D., Bernard A. Bercu, 
M.D., Robert E. L. Berry, M.D., Hardee Bethea, 
M.D., Richard J. Bing, M.D., Muir Clapper, 
M.D., A. C. Curtis, M.D., Russell N. Dejong, 
M.D., Marion S. DeWeese, M.D., Stuart M. Finch. 
M.D., F. Bruce Fralick, M.D., Nicholas S. Gimbel, 
M.D., Ferdinand E,. Greifenstein, M.D., Keith S. 
Henley, M.D., Fred J. Hodges, M.D., Paul E. 
Hodgson, M.D., Wm. N. Hubbard, M.D., Richard 
D. Judge, M.D., Donald R. Korst, M.D., James 
W. MacKenzie, M.D., Robert A. Moore, M.D., 
Russell L. Mustard, M.D., Reed M. Nesbit, M.D., 
Gerald A. O’Connor, M.D., Joseph L. Posch, 
M.D., Giovanni Raccuglia, M.D., Wm. S. Reveno, 
M.D., Ernest W. Reynolds, M.D., Julius Rutzky, 
M.D., Gordon H. Scott, Ph.D., A. Burgess Vial, 
M.D., Walter Whitehouse, M.D., Park W. Willis, 
III, M.D., James L. Wilson, M.D., George D. 
Zuidema, M.D. 

The all day programs at Battle Creek in the 
fall and at Bay City in the spring were well at- 
tended and highly successful. Both centers. ex- 
pressed the wish to have such programs continued. 

The possibilities of establishing other teaching 
centers in the State, as well as holding all-day 
programs in the present centers are constantly un- 
der consideration. 

The matter of television programs sponsored 
by the State Society over local channels is being 
investigated. Detailed reports concerning the de- 
liberations of the sub-committee, composed of Drs. 
Darling, Falls, ‘Towsley, and Sheldon, will be made 
when more concrete arrangements have been com- 
pleted. 

The intramural courses at the University of Mi- 
chigan, together with attendance, are listed below: 


Attendance 
27 
20 
36 


27 


Intramural Courses 
Allergy 
Anatomy ...... 
Basic Sciences 
Cardiology 
Clinical Conferences : 

Clinical Internal Medicine 

Diagnostic Radiology 

Diseases of the Blood 

Diseases of the Heart 

Electrocardiographic Diagnosis 
Electrocardiography and Heart Diseases............ 
Endocrinology and Metabolism 

PA PRIN i iainiiscncrstanesundyecaicindesneinlie ' 
Infertility and Endocrinology . 
Interns, Assistant Residents and 
Neurology, Clinical . x 
Obstetrics and Gynecology 


and their Clinical Application.... 


Residents........ 
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Ophthalmology ‘ bayeaaes ; re 
Orthopedic Surgery (Fractures) .. et, 
Otolaryngology 

Pathology 

Pediatrics 


Prevention and Early ‘Recognition of Diseases 
Psychiatry ~ 

Psychiatry for Gene eral Practitioners 
Psychiatry for Internists 

Pulmonary Diseases .... 

Radioactive Isotopes, Clinical Use 

Recent Advances in Therapeutics 
Rheumatology eae? 

Selected Clinical Topics 

Surgical Pathology Slides 


The Committee wishes to thank all the physi- 
cians who participated in this teaching program. 
It recognizes that their splendid co- operation in 
this effort is in great part the key to its success. 
The Committee is grateful also for the support 
and encouragement given to this program by the 
Michigan Department of Health, the Wayne State 
University College of Medicine, and the Univer- 
sity of Michigan Medical Center. 

J. M. SHetpon, M.D., Chairman 
E. I. Carr, M.D. 
G. O. Cuiirrorp, Jr., M.D. 
Mitton A. Daruinc, M.D. 
J. R. Hewenreicu, M.D. 

5. J. Nemz, M.D. 
C. Howarp Ross, M.D. 

. J. Sanpwetss, M.D. 
R. M. Stow, M.D. 
H. A. Towstey, M.D. 
S. B. Wins_tow, M.D. 

J. A. Wirrer, M.D. 
H. H. Cummincs, M.D., Advisor 
A. E. Heustis, M.D., Advisor 
W. N. Hussarp, Jr., M.D., Advisor 
G. H. Scott, Pu.D., Advisor 


ANNUAL REPORT OF THE SCIENTIFIC 
RADIO COMMITTEE—1960-1961 


During the year 1960-61, 39 programs were 
prepared and tape recorded for lay education 
throughout the state of Michigan. These pro- 
grams went out over the following stations at 
weekly intervals: WAGN—Menominee; WDOW 
—Dowagiac; WELL—Battle Creek; WUOM— 
University of Michigan; WTAC—Flint; WMRP. 
Flint; WHAK—Rogers City; WOAP—Owosso; 
WKZO Kalamazoo; WM TE Manistee ; 
WMAB—Munising—WSIM-—St. Joseph; SMBN 

Petoskey; WMHE—Toledo, Ohio, 


1. Distribution and Advertising—During the 
current year the programs have been carried by 21 
stations in Michigan and one in Ohio. This has 
provided very adequate coverage for the entire 
state. Your committee would like to emphasize 
that there are about 110 radio stations in Michi- 
gan. We are currently distributing programs to 
nearly one-fourth of these stations. With more 
active participation on the part of members of the 
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Date No. Subject Speakers 


10- 7-60 School Health Dr. Ernest H. Watson 


Examination 
10-14-60 ‘ Football Injuries Dr. Louis P. Kivi 
10-21-60 7 Physical Fitness in Dr. Thomas Peterson 
Athletic Competition 
10-28-60 Protection from In- Dr. Thomas Peterson 
juries for Athletes 
11- 4-60 5 The Significance of|Dr. Davenport and 
the Common Cold Dr. Lowrey 
in Children and 
Adults 
11-11-60 The Significance of Dr. Davenport and 
the Common Cold Dr. Lowrey 
in Children and 
Adults 
60 7 Acne Dr. Richard Harrell 
66 8 Warts Dr. Richard Harrell 
e0 Menstrual Tension Dr. Samuel J. Behr- 
man 
2- 9-60 Menstrual Tension Dr. Samuel J. Behr- 
man 
12-16-60 Menstrual Tension Dr. Waldo Bird 
12-23-60 y Aging Dr. Fred Swartz 
12-30-60 : Aging Dr. Fred Swartz 
1- 6-61 Emotions and Parent- -. Stuart Finch 
hood 
1-13-61 Emotions and Parent- Stuart Finch 
1Oo0C 
1-20-61 Emotions and Parent- Stuart Finch 
1OOC 
1-27-61 j Emotions and Parent- Stuart Finch 
1O0C 
3.61 Human Genetics r. J. V. Neel 
0-61 Human Genetics ) Neel 
7 Human Genetics P ‘ Neel 
7 The Use of the Atom 1 am Sisson 
in Medical Diagnosis 
3. 3-61 22 The Use of the Atom 
in Treatment of 
Disease 
3-10-61 9 What Does Your Liver Robert J. Bolt 
Do? 
3-17-61 9 Diseases of the Liver Robert J. Bolt 
3-24-61 5 What is Infectious Robert J. Bolt 
Hepatitis? 
3-31-61 % What Do Your Kid- r. Carl Sauls 
neys Oo? 
4. 7-61 7 Kidney Diseases in r. Carl Sauls 
Adults 
4-14-61 of Kidney Diseases in 
Childhood 
4-21-61 2 What Does Your 
Pancreas Do? ork 
4-28-61 q Diseases of the r. William Gracie 
-ancreas 
Diabetes in the Adult . Robert Johnson 
Diabetes in Childhood - George Lowrey 
Cholesterol — What it r. Park W. Willis 
does for you—What 
it may do to you 
5-26-61 3 The Health Hazards of ;. Park W. Willis 
Being Fat 
6- 2-61 “ How To Diet r. Park W. Willis 
6- 9-61 Hay Fever r. Peter P. Barlow 
6- 16- 61 Asthma Peter P. Barlow 
6-23-61 8 Eczema and Hives r. Peter P. Barlow 
6- 30.61 ‘ The Hazards of Insect Peter Barlow 
Bites 


11-1 
11-2 
12- 


8- 
5- 
2 


minmny 


-1 
-17 
~24 


Thomas Haynie 


William Oliver 
William Gracie 


Michigan State Medical Society in communities 
where stations are not carrying the programs, it is 
felt that even a broader distribution might be 
accomplished. We, therefore, would urge those 
members to discuss with their radio station direc- 
tors the possibility of carrying the Scientific Radio 
Program. 

2. Programming—Our experience in the year 
1959-60 suggested the need for series of talks on 
the same subject. This year efforts were made to 
provide, in so far as possible, series varying from 
two to five programs. Also, an attempt was made 
this year to consider organ disease. As indicated 
in the accompanying schedule, the kidneys, liver 
and pancreas were well discussed. According to a 
report from the University Broadcasting Service, 
there is an increasing interest on the part of the 


933 





ANNUAL REPORTS 


listening audience for written copies of the talks 
given. Particular interest was shown to subjects 
pertaining to diabetes, problems of aging, liver 
disease and emotional and parental problems. 

Your committee plans to give serious considera- 
tion to the possibility of developing a series of five- 
minute health talks, comparable to those put out 
by the American Medical Association. It seems 
that a number of stations have need for approxi- 
mately five-minute fillers, We believe that offering 
such a series might encourage wider distribution. 

Again, we should like to bring to the attention of 
the physicians in the State, the fact that the Public 
Relations Library of the Michigan State Medical 
Society has copies of each tape recording and also 
written summaries of each talk given. These 
could be used for reference material for physicians 
called upon to talk to local organizations. 

It is anticipated that the budget for 1961-1962 
will be approximately $1,500. This committee 
plans to have its annual meeting in the month of 
August to discuss programming for the ensuing 
year. 


Harry A. Tows ey, M.D., Chairman 
S. J. Benrman, M.D. 

H. R. C. Eppy, M.D. 

R. D. Feenetey, M.D. 

R. H. Howe tr, M.D. 

J. W. Rice, M.D. 

G. H. Scort, Px.D. 

J. M. Suetpon, M.D. 

J. W. Sicier, M.D. 

R. W. Trep, M.D. 


ANNUAL REPORT OF COMMITTEE ON 
RURAL MEDICAL SERVICE—1960-1961 

The Committee attended the National Con- 
ference on Rural Health of the American Medical 
Association, held February 25-27, 1960 in Grand 
Rapids. Committee members took an active part 
in the Conference, as well as in planning the 
program and publicizing the meeting. 

Members of the Committee also took part in 
the Michigan Health Council State Conference 
held in Flint, May 23-24-25, 1961. The Chairman 
of the Committee was one of the speakers at this 
Conference. 


In addition, during the year a special reprint 
of the February 1960 number of the JourNatL of 
the Michigan State Medical Society was widely 


distributed. This issue included an article by 
Chairman Harry B. Zemmer, M.D., concerning the 
M.D. Placement Program of the Michigan Health 
Council and various other Health Council activi- 
ties relating to the health of the people in rural 
Michigan communities. The JourNAL reprint also 
included an article on rural sanitation, written by 
J. K. Altland, M.D., Associate Commissioner of 
Health, and also a former Health Council Presi- 
dent. 

Throughout the year, Committee members and 
chairmen have continued to give guidance to the 
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M.D. Placement Service and other programs on 
rural health conducted by the Michigan Health 
Council. 
H. B. Zemmer, M.D., Chairman 
D. C. BLoEMENDAAL, M.D. 
J. H. Fyvie, M.D. 
< Boe, MD, 
. L. MAsters, M.D. 
. E. Paxton, M.D. 
R. Ropcer, M.D. 
. W. Sparpinc, M.D. 
. F, Wisie, M.D. 


QUESTION 


What is regarded as the biggest accomplishment of 
the AMA since its founding 114 years ago? 


ANSWER 


Its long and determined drive for higher standards 
of training for American doctors. 

When a group of doctors from 22 states met in 
Philadelphia in May, 1847, to organize the American 
Medical Association, the first objective was a uniform 
and elevated standard of training leading to the degree 
of M.D. to be adopted by all medical schools in the 
United States. 

The American Medical Association led a strong 
fight in the beginning to clean up the medical schools, 
which were nothing more than diploma mills. Progress 
was slow. 

The big clean-up break came in 1909 when the 
late Abraham Flexner was asked by the Carnegie 
Foundation for the Advancement of Teaching to find 
out why medical schools smacked of shabby and 
sometimes shady business. 

Flexner, working closely with the late N. P. Col- 
well, of the American Medical Association, faced a 
delicate task. The job was undertaken in a hostile 
era when physicians advertised their talents in the 
public prints, and school brochures were get-rich- 
quick lures for anyone with the tuition fee. At that 
time 165 medical schools offered courses in medicine. 

When Dr. Flexner made his famous report, half 
of the nation’s quack shops and diploma mills closed. 
But the historic report was even more dramatic. It 
blueprinted the future, and from that time on the 
standards for medical teaching in the United States 
became higher and higher and today doctors who 
graduate from the nation’s 89 approved medical 
schools are better trained than anywhere else in the 
world. 


A study of the Association of American Medical 
Colleges shows that 62 per cent of the medical students 
in the 1959 graduating class were married. This 
figure notes a sharp rise in the number of married 
medical students and an increase, too, in the cost of 
medical education to the student. 
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Michigan Legislative 


Session Reviewed 


During its regular 1961 session the Michigan Legislature con- 
sidered nearly 1,100 bills and 240 resolutions, one in twenty of 
which had direct medical implications. Over 80 per cent of these 
either died in committee or, having passed one House, died in the 
other. The 71st Legislature was preoccupied with taxation, appro- 
priations, and the imminent Constitutional Convention—first in 53 
years. 

Legislative Reports from MSMS reflected repeated attempts by 
chiropractors to expand privilege and practice. House Bill 384 
which would have broadened the definition of chiropractic, passed 
the House but died in the Senate. Senate Bill 1127, designed to 
license physical therapists, was preempted by chiropractic partisans 
by an amendment attempting to legalize all its “present practices,” 
thus killing this bill in the House. Finally, an eleventh-hour amend- 
ment was placed on Senate Bill 1039, the Medical Aid to the Aged 
bill, to make chiropractic services “medical aid’”—sending the bill to 
two conferences between House and Senate before legislators removed 
the amendment and passed the bill as endorsed by MSMS. 

In other areas, a bill was amended which, if passed, would have 
required every physician to obtain a second “dangerous drug 
license” from the State Board of Pharmacy. 

The Public Health appropriation was amended to permit payment 
of physicians’ bills rendered in excess of 30 days during fiscal year 
1960-61, for services to crippled and afflicted children. While the 
ceilings on payment to physicians under these acts, unchanged since 
1948, were not raised encouraging progress was made toward general 
legislative acceptance of the need to raise them in the 1962 session. 

Two bills, one to establish minimal standards for ambulances and 
another to improve the law for testing intoxicated drivers, failed of 
passage although the latter passed the State Senate. 

Despite appearances by opthalmologists before both House and 
Senate committees and later before the Governor requesting his veto 
House Bill 574 became law and established contact lens work in 
the definition of optometry. 

Attempts to loosen the Psychologists Registration Act of 1959 
met defeat in the Legislature, and new licensure laws for hospitals 
and for dispensing opticians died in first committee. A bill aimed 
at control of cancer quackery, House Bill 44, was deferred pending 
further study of similar legislation in three other States. 

Three resolutions of particular interest were passed creating special 
study committees—one of the Blue Plans, one of the optical sciences, 
and one of the Crippled and Afflicted Children’s Acts. 

Veteran observers generally agree that the 1961 session, a full 
month shorter than the usual “odd-year” sessions, has been the most 
hectic and arduous in memory. 
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MICHIGAN DEPARTMENT OF HEALTH 


ALBERT E. HEUSTIS M.D., State Health Commissioner 


Hewell Sanatorium Ends 


Tuberculosis Treatment Career 

Conversion of the Michigan State Tuberculosis 
Sanatorium at Howell into an institution for the treat- 
ment of mentally ill persons represents a tribute to 
all Michigan people and organizations who have con- 
tributed to the progress made against TB over the 
years. 

included in the tribute would be public health 
workers, the medical profession, drug research scien- 
tists, the Michigan Tuberculosis Association and _ its 
affiliates throughout the state, the thousands of Méi- 
chigan residents who have been interested in tuber- 
culosis over the years, and the TB patients them- 
selves who have co-operated by submission to lengthy 
hospitalization to regain their health and protect oth- 
ers from contracting the disease. 

Closing of the Howell facility for treating TB 
unfortunately does not signal the beginning of com 
plete victory over tuberculosis in Michigan. It does, 
however, hail the great strides that have been made 
in treating the disease so that today treatment is so 
effective an average of two patients are cured a year 
for every TB hospital bed. This great progress in 
treatment, resulting in much shorter periods of hos 
pitalization, is why it has become possible to dis- 
continue TB treatment at Howell and turn the facil- 
ity over to the Department of Mental Health to meet 
an urgent health need in Michigan. 

The Howell sanatorium was the first state institu 
tion authorized by the legislature for the treatment 
of tuberculosis. This was in 1905 and the sanatorium 
started operation in 1907 with 16 beds in a frame, 
“shack-like” structure. Today, it is a modern, three- 
story stone and brick structure with a 358-bed capa- 
city. 

Discontinuing treatment of tuberculosis at Howell 
will not jeopardize the availability of beds for TB 
patients in Michigan. There are still three state- 
operated sanatoriums, located at Kalamazoo, Gaylord, 
and Hancock, and 13 county facilities with a total 
of nearly 3,000 beds for treatment of tuberculosis 
victims. We are sure this will be entirely adequate 
for our future needs. More than 6,000 persons re- 
ceived treatment in these facilities in 1960. 

All of the state sanatoriums have been dual treat- 
ment facilities since 1959 when a program went into 
effect to transfer mental patients to these facilities to 
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use beds vacated by tuberculosis patients. The pro- 
gram has worked exceptionally well. 

At the time of the conversion of Howell to a 
mental institute, there were about 160 mental patients 
hospitalized there, compared to about 100 TB pa- 
tients. The majority of the tuberculosis patients were 
transferred to Detroit’s Herman Keifer Hospital for 
needed continuing treatment, when the Common 
Council of that city approved enlargement of the 
hospital’s service area to include the major portion 
of the area formerly served by Howell. 

During its 54 years of operation, the Howell 
sanatorium treated more than 12,000 tuberculosis pa- 
tients. It was the first state tuberculosis sanatorium 
established and the first to be disbanded for treat- 
ment of patients with this disease. 

The Howell institution’s lifetime as a tuberculosis 
treatment facility saw three distinct eras of ways of 
treating tuberculosis. The first was the “fresh air” 
theory and the original open air shacks were surely 
designed to provide an abundance of fresh air in 
winter and summer alike; the second was a “sun 
exposure” theory, in which patients were encouraged 
to sun-bathe for long periods of time each day—in 
direct sunlight in the summer and under artificial 
lamps in the winter time. Neither treatment method 
hurried a patient’s recovery. Bed rest was still the 
element which arrested the disease and this often 
required literally years of hospitalization. 

The big breakthrough in the treatment of TB came 
in the mid 40’s with the discovery of the amazing 
arresting powers of certain potent drugs developed 
during World War II. Even though these drugs do 
not actually kill the tubercle bacilli, they do have 
the power of halting the further spread of the germ, 
thereby localizing the infection. 

A sanatorium such as the one at Howell, and the 
many people who have worked there during its 54 
years of service, can be proud of the important role 
played in the fight against tuberculosis and the re- 
turning of thousands of persons with the disease to 
normal and productive living. Though it may be 
forgotten by many in the years to come that Howell 
was once the location of one of Michigan’s largest 
sanatoriums for the treatment of tuberculosis, those 
12,000 or so Michigan persons who were made well 
there and returned to their familities and communi- 
ties will never forget. To them, Howell is “a pretty 
nice place to be from.” 
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MHC Establishes Health 
Hall of Fame 


A highlight at the 1961 annual Michigan Health Council State 
Conference was the establishment of a “Michigan Hall of Fame in 
Health.” 

Sidney E. Chapin, M.D., Dearborn, MHC president, announced the 
recipients of the first five “Hall of Fame in Health Awards.” 
Elected this year were the late L. Fernald Foster, M.D., the late 
W. K. Kellogg, Frederick A. Coller, M.D., Thomas Francis, Jr., 
M.D., and William J. Norton. Doctor Foster was one of the found- 
ers of the Michigan Health Council and served for many years as 
secretary of the MSMS. Mr. Kellogg founded the W. K. Kellogg 
Foundation of Battle Creek which during the past 30 years granted 
nearly $300,000,000 to health, education and welfare programs. 
Doctor Coller was recognized for his outstanding contributions in 
the specialty of surgery and Doctor Francis for his leadership in 
the field of epidemiology. Mr. Norton is nationally-known for his 
service as president of the Children’s Fund and his work in the 
development of the United Community Services in Detroit as well 
as with other health and welfare foundations. 
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It was a happy time when the Michigan Health Council presented its first 
“Hall of Fame in Health Awards”—left to right are William J. Norton; Andrew 
Pattullo who accepted in behalf of the late W. K. Kellogg; Mrs. L. Fernald 
Foster who received the award given her late husband; Thomas Francis, Jr., 
M.D.; Harry A. Towsley who accepted on behalf of Frederick A. Coller, 
M.D., and Hugh W. Brenneman, who made the award presentations at the 
MHC banquet. 





ANCILLARY 


Edward R. Annis, M.D., of Miami, Florida, was 
given a standing ovation prior to and after his banquet 
talk at the conference, held this year at the Ballenger 
Field House on the campus of the Flint Junior College. 
Several hundred doctors, their wives and the presi- 
dents of nearly every health society and association 
in Michigan, were in attendance to hear Doctor Annis 
and more than 45 other program participants during 
the three-day conference. 


Conferring at the MHC banquet with the speaker, Edward 
R. Annis, M.D., center, native of Detroit and now of 
Florida, are Sidney E. Chapin, M.D., Dearborn, MHC presi- 
dent, and William McNary, right, Detroit, MHC president 


elect 


Doctor Annis, who became nationally known early 
this year for his debates with Walter Reuther and 
Senator Hubert Humphrey, again attacked arguments 
offered by critics of the present system of medical 
care in the United States. He stated that medical care 
in the United States is expensive, because Americans 
want the best possible care and they want “jet-age 
medicine.” Hospitalization and medical care cost a 
lot, Dr. Annis admitted, “but they are worth a lot.” 


Mrs. Paul Ivkovich, president of the Woman’s 
Auxiliary to the Michigan State Medical Society, 
served as chairman of the School Health Conference. 


Kenneth H. Johnson, M.D., president of MSMS, 
served as chairman of the May 25 program about 
the “President’s Program.” A. Hazen Price, M.D., 
of Detroit, served as chairman of the Conference of 
the Joint Council to Improve the Health Care of the 
Aged. Members of the panel included Allan E. Voigh, 
M.D., of San Francisco, chairman of the California 
Joint Council; Harry B. Zemmer, M.D., Lapeer, presi- 
dent emeritus of the Michigan Health Council; C. 
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Howard Ross, M.D., Ann Arbor, president of the 
Michigan Academy of General Practice; Jack DeTar, 
M.D., Milan, past-president, American Academy of 
General Practice, and A. H. Hirschfeld, M.D., Detroit, 
member, Geriatrics Committee of the MSMS. 


Harry A. Towsley, M.D., associate director, post- 
graduate medicine, University of Michigan, was the 
general chairman of the conference. Hugh W. Bren- 
neman, public relations counsel of the MSMS and 
secretary-trustee of the Michigan Health Council, 
served as banquet toastmaster. 


Wayne Alumni Day Tops All 
Records 


The 93rd Annual Alumni Reunion of Wayne State 
University College of Medicine, May 3, commemor- 
ated three professors who died in 1960—Osborne A. 
Brines, M.D., clinical pathology, and past president 
of the International Society of Clinical Pathology; 
Charles G. Johnston, M.D., surgery; and Gordon B. 
Myers, M.D., internal medicine research. 

Most of the speakers, in giving their addresses, 
mentioned close association with these outstanding 
professors. 

An attendance of 393 topped all previous Alumni 
Day records. 

At the evening banquet, a “Distinguished Service 
Citation” was given to Don W. McLean, M.D., in 
recognition of a long list of major accomplishments, 
including the presidency of the Wayne County Medi- 
cal Society. 

The Golden Anniversary Diplomas were given to 
John D. Buck, M.D., Saline; Henry R. Carstens, M.D., 
Birmingham; E. Wilbur Caster, M.D., Oak Park; 
Harry Dibble, M.D., Detroit; Raymond S. Goux, 
M.D., Detroit; Elmer H. Hanna, M.D., Detroit; 
Glenn C. Hicks, M.D., Jackson; Robert D. Scott, 
M.D., Flint; James R. Stringham, M.D., Cheboygan; 
Earl P. Bunce, M.D., Trufant; and Edwin L. Robin- 
sons, M.D., Detroit. Out-of-state doctors so honored 
included Garner Byington, M.D., Campbell, Califor- 
nia; Darcy M. Dayton, M.D., Tacoma, Washington, 
and Louis A. Wardell, M.D., New York City. 


Named WMA Secretary 


Harry S. Gear, M.D., international leader in the 
field of hygiene and tropical medicine, is the new 
secretary general of The World Medical Association. 
Dr. Gear was director of pneumoconiosis research, 
Council for Scientific and Industrial Research-Indus- 
trial Medicine in Johannesburg, South Africa. 
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ACTION OF PROLONGED-ACTING MEDICATION. 


Suggested Dosage—One tablet B.1.D. is usually effective 
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Available only to physicians for their distribution— 


Complete Cholesterol Depressant 
Menus and Recipe Book 


A new, authoritative patient-aid . . . for professional distribution only 


Now available for use in your practice from 
The Wesson People . . . easy-to-use manual of 
40 pages, including all necessary diet instruc- 
tions . . . menus, recipes, shopping and cook- 
ing guidance . . . all worked out for you... 
so arranged and printed that you have only to 
check the desired daily calorie level before 
giving the book to your patient. 


You will find this book invaluable for treating 
patients with elevated serum cholesterol. 


Complete menus for 10 days enable you to 
prescribe diets which are appetizing, nutri- 
tiously adequate and which can exert choles- 
terol depressant activity. Special attention has 
been given to constructing the menu patterns 
so that they adhere as closely as permissible 
to the patient’s normal eating habits. 


NRC Standards fulfilled. Each menu has been 
calculated to provide the proper daily allow- 
ance of proteins, vitamins and other nutrients 
as recommended by the Food and Nutrition 
Board of the National Research Council. 


Weight control is achieved as each day’s menu 
is given at 3 calorie levels—1200, 1800 and 
2600 calories. You prescribe the level most 
desirable and modify as desired. 


Variety and appetite appeal for patient are 
built into the menu plan to an extent not pre- 
viously accomplished. Alternate choices for 
main dishes minimize monotony, encourage the 
patient to follow closely the menu plan you 
specify. 


Complete recipes—65 in all—are included to 
assure that the specified menus provide pre- 
scribed levels of calories, the pre-determined 


ratio of poly-unsaturated to saturated fat, plus 
essential nutrients. 


Dietary fat is controlled so that approximately 
36% of the total calories are derived from fat 
and at least 40% of these fat calories are from 
poly-unsaturated components (linoleates) as 
found in pure vegetable oil. The replacement 
of saturated dietary fat by this percentage of 
poly-unsaturated fat has been found in clinical 
studies most effective in the reduction of serum 
cholesterol and in its maintenance at desirable 
levels. More liberal menus are provided for 
maintenance after the patient’s progress in- 
dicates that desired therapeutic results have 
been accomplished. 


Family meal preparation is simplified. The 
menus are planned around favorite foods hav- 
ing wide appetite appeal for all members of the 
household. Patients can entertain in comfort— 
enjoy cakes, cookies, snacks, prepared with 
recipes which meet medical requirements. 


A high degree of satiety is achieved even at 
the lower calorie levels, because Wesson pro- 
vides an unexcelled source of concentrated, 
slow-burning food energy. 


Adaptable for use with diabetics. Carbohy- 
drates have been calculated to fall within the 
acceptable range for patients to whom a diet 
planned for diabetes is important. Calories, 
which must be supplied from fat when the 
carbohydrate intake is limited, are provided 
by desirable poly-unsaturated vegetable oil. 


WESSON’S IMPORTANT CONSTITUENTS 
Wesson is 100% cottonseed oil—winterized and of selected quality 


Linoleic acid glycerides (poly-unsaturated) 
Oleic acid glycerides (mono-unsaturated) 16-20% 
Palmitic, stearic and myristic glycerides (saturated) .... 25-30% 
Phytosterol (Predominantly beta sitosterol) ......... 0.3-0.5% 
Filet CMON ec cnesceecnws soccenecs 000-012% 
Never hydrogenated—completely salt free 


Poly-unsaturated Wesson is unsurpassed by any readily 
available brand, where a vegetable (salad) oil is medically recommended 
for a cholesterol depressant regimen. 
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The Wesson People, 210 Baronne St., New Orleans 12, La. 


Please send______free copies of 
“Your Cholesterol Depressant Diet Cook Book” for use with patients. 
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HEART BEATS 


(This material is provided by the Michigan Heart Association) 


Annual “Michigan Heart Day” 


Plans for the Third Annual Michigan Heart Day 
are under way for Saturday, February 10, 1962, at 
the Statler-Hilton Hotel, Detroit. Three speakers will 
be presented in the morning sessions, on problems in 
clinical cardiology. The afternoon session will include 
a panel discussion, “Unexplained Big Heart.” 


Further details will be reported later. 


AHA Scientific Sessions 


Six sessions on clinical cardiology will be included 
in the 34th annual Scientific Sessions of the American 
Heart Association, October 20-22, at the Americana 
Hotel, Bal Harbour, Miami Beach, Florida. A panel 
or symposium including related investigative work will 
be presented at each clinical session. 


In addition, a total of 18 other scientific sessions 
will be held concurrently during the three-day pro 
gram. 


A tentative outline of the program follows: 


Friday, October 20: The sessions on clinical car- 
diology include: Conner Memorial Lecture, by Clark 
H. Millikan, Professor of Neurology, Mayo Clinic; 
a symposia on “Contribution of Phonocardiography to 
Auscultation,’ and on “Coronary Arteriography;” a 
lecture, “Biplane Angiography” by Dr. Herbert L. 
Abrams, Assistant Professor of Radiology, Stanford 
Medical Center. Concurrent sessions are scheduled on 
arteriosclerosis, on biophysical methods in the study 
of circulation, and on high blood pressure research. 
A program for nurses is also scheduled concerning 
cardiovascular research as it relates to care of the 
cardiac patient. 


Saturday, October 21: The clinical sessions will in- 
clude: Panel, “Ventricular Arrhythmias;’ lecture, 
“Closed Chest Cardiac Resuscitation” by Dr. James 
R. Jude, Johns Hopkins Hospital; Brown Memorial 
Lecture, “Physiology of the Peripheral Circulation,” 
by Dr. Robert W. Wilkins, Professor of Medicine, 
Boston University School of Medicine; symposium, 
“Renal Failure.’ Simultaneous scientific sessions will 
be held in the fields of basic science, cardiovascular 
surgery, and on “Compensable Heart Disease, Strain 
and Trauma.” 
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Scheduled for Saturday evening are “Cardiac Con- 
ferences,” which will give physicians an opportunity 
to participate in small group discussions on timely 
cardiovascular problems. 


Sunday, October 22: Subjects for the clinical ses- 
sions include: symposium, “The Role of Hormones in 
Heart Failure;” panels, “Ventricular Hypertrophy and 
Bundle Branch Block” and “Newer Electrocardiogra- 
phic Lead Systems;” lecture, “ECG Clues Suggesting 
Myocardial Infarction” by Dr. Junior A. Abildskov, 
Assistant Professor of Medicine, State University of 
New York College of Medicine. Concurrent sessions 
will be held on rheumatic fever and congenital heart 
disease and on cardiovascular surgery. Cardiovascular 
films, with introduction and commentary by the author 
or other authority on the subject of each film, will 
be shown throughout Sunday. 


As in previous years, scientific and industrial ex- 
hibits will be on display. 


Registration forms, which include applications for 
hotel reservations, are available from the American 
Heart Association, 44 East 23rd Street, New York 10, 
New York. 


MHA Research Grant Applications 


Applications for 1962-63 MHA grants-in-aid may 
be obtained by request directed to the Medical Direc- 
tor, Michigan Heart Association, 3919 John R, Detroit 
1, Michigan. The deadline for submission of applica- 
tion is December 15, 1961. Investigators presently 
holding MHA grants will be reminded of the dead- 
line by letter later in the year. 


Materials from Heart Association Journals 


Made Available in Volume Form 


Four new volumes bringing together materials from 
its scientific journals, Circulation and Circulation Re- 
search, are being published by the American Heart 
Association, as follows: 


“Hypertension—Chemical and Hormonal Factors,” 
Volume IX of the Proceedings of the Association’s 
Council on High Blood Pressure Research, is a com- 
pilation of papers given by leading authorities in the 

(Continued on Page 944) 
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“I feel like my old self again!” Thanks to your balanced Deprol ther- 
apy, her depression has lifted and her mood has brightened up — while her 
anxiety and tension have been calmed down. She sleeps better, eats better, 
and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw” effects 
of energizers and amphetamines. While ener- 
gizers and amphetamines may stimulate the 
patient —they often aggravate anxiety and 
tension. 


And although amphetamine-barbiturate combi- 
nations may counteract excessive stimulation — 
they often deepen depression and emotional 
fatigue. 


These “seesaw” effects are avoided with Deprol. 
It lifts depression as it calms anxiety —a bal- 
anced action that brightens up the mood, brings 
down tension, and relieves insomnia, anorexia 
and emotional fatigue. 


Acts rapidly — you see improvement in a few 
days. Unlike the delayed action of most other 
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antidepressant drugs, which may take two to six 
weeks to bring results, Deprol relieves the 
patient quickly — often within a few days. Thus, 
the expense to the patient of long-term drug 
therapy can be avoided. 


Acts safely—no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, 
hypotension, psychotic reactions or changes in 
sexual function — frequently reported with other 
drugs. 


“Deprol* 


Dosage: Usval starting dose is 1 tablet q.i.d. When neces- 
sary, this may be gradually increased up to 3 tablets q.i.d 
Composition: 1 mg. 2-diethylaminoethy! benzilate hydro- 
chloride (benactyzine HCI} and 400 mg. meprobamate 
Supplied: Bottles of 50 light-pink, scored tablets. Write 
for literature and samples. 
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Materials from Heart Association 
Journals 
(Continued from Page 942) 


field at the Council’s annual meeting in Cleveland last 
November ($2.50). 

“Symposium on Coronary Heart Disease” is the 
second in the AHA monograph series, a compilation 
of articles originally published in Circulation from 
August, 1960-January, 1961. Authors include Drs. 
Paul D. White, Herrman L. Blumgart, Paul M. Zoll, 
J. Scott Butterworth, Edmund H. Reppert, Jr., Robert 
E. Olson, George S. Kurland, A. Stone Freedberg, 
Irving S. Wright, Anthony P. Fletcher, Sol Sherry, 
Howard B. Sprague, E. Cowles Aadrus , Eugene 
Lepeschkin and Bruce Logue ($2.50). 

“Cardiovascular Abstracts I—1960” contains more 
than 700 abstracts of significant papers on cardiovas- 
cular subjects published in 86 scientific journals in 
the U. S. and abroad. It is edited by Dr. Stanford 
Wessler with a forward by Dr. J. Scott Butterworth, 
President-Elect of the American Heart Association 
($2.75). 

The above three volumes are now available from 
the Distribution Department, American Heart Asso- 
ciation, 44 East 23rd Street, New York 10, New York, 
or through the usual channels. 

Scheduled for publication in August is a symposium, 
“The Myocardium—Its Biochemistry and Biophysics” 
($2.50). It will include presentations given at a New 
York Heart Association event in December, 1960, by 
Drs. Hugh E. Huxley, Don W. Fawcett, Johannes A. 
G. Rhodin, George E. Palade, Manuel F. Morales, 
Shizuo Watanabe, Richard J. Podelsky, Wilfried F. 
H. M. Mommaerts, Robert F. Furchgott, Charles F. 
Lyman, Irwin R. Konigsberg and Robert L. DeHaan. 
The symposium will also be published as a supple- 
ment to the August issue of Circulation. 


AHA Council on Arteriosclerosis to Meet 


October 18-20 in Miami 


The Council on Arteriosclerosis of the American 
Heart Association will hold its Annual Meeting on Oc- 
tober 18-20 at the Hotel Balmoral, Bal Harbour, 
Miami Beach, Florida, immediately preceding the 
AHA’s annual Scientific Sessions in the same city, 
October 20-22. 

For information, write Jeremiah Stamler, M.D., Chi- 
cago Board of Health, 54 West Hubbard Street, Chi 
cago 10, Ill. 





The average American consults a doctor about his 
health five times a year. 
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in bacterial 
tracheobronchitis 
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Panalba 
promptly 


to gain precious 
therapeutic hours 





Panalba your broad-spectrum 


antibiotic of first resort 


~ 


Tne! 





In the presence of bacterial infection, taking a culture to determine 
bacterial identity and sensitivity is desirable—but not always practical 
in terms of the time and facilities available. 

A rational clinical alternative is to launch therapy at once with 
Panalba, the antibiotic that provides the best odds for success. 

Panalba is effective (in vitro) against 30 common pathogens, includ- 
ing the ubiquitous staph. Use of Panalba from the outset (even pend- 
ing laboratory results) can gain precious hours of effective antibiotic 


treatment. 


Supplied: Capsules, each containing Panmycin*® Phosphate 
(tetracycline phosphate x), equivalent to 250 mg. tetra 
cycline hydrochloride, and mg. Albamycin,* as novobiocin 
sodium, in bottles of 16 and 100 

Usual Adult Dosage: 1 or 2 capsules 3 or 4 times a day 

Side Effects: Panmycin Phosphate has a very low order of 
toxicity comparable to that of the other tetracyclines and is 
well tolerated clinically. Side reactions to therapeutic use in 
patients are infrequent and consist principally of mild nausea 
and abdominal cramps. 

Albamycin also has a relatively low order of toxicity. in a cer- 
tain few patients, a yellow pigment has been found in the 
plasma. This pigment, apparently, a metabolic by-product of the 
drug, is not necessarily associated with abnormal liver function 
tests or liver enlargement. 






*Trademark, Reg. U.S. Pat. Off. 





Urticaria and maculopapular dermatitis, a few cases of leuko- 
penia and agranulocytosis have been reported in patients 
treated with Albamycin. Most of these side effects usually 
disappear upon discontinuance of the drug 
Caution: Since the use of any antibiotic may result in over- 
growth of nonsusceptible organisms, constant observation of 
the patient is essential. If new infections appear during ther- 
apy, appropriate measures should be taken. 
Total and differential blood counts should be made routinely 
during prolonged administration of Albamycin. The possibility 
of liver damage should be considered if a yellow pigment, a 
metabolic by-product of Albamycin, appears in the plasma. 
Panalba should be discontinued if allergic reactions that are 
not readily controlled by antihistaminic agents develop. 
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How to restore 
your patient's 


allergic balance 





the ‘*‘classic”’ way 
... use specific 
desensitization for 


LASTING 
IMMUNITY 


For General Medicine, 
Internal Medicine, 
Eye, Ear, Nose, Throat, 


Pediatrics and Dermatology 


ALLERGIC BALANCE is determined by 
skin testing. Diagnostic Sets $2 and up. 
Skin test your patients quickly and 
safely in your own office. 


LASTING IMMUNITY is achieved by 
desensitization, economically, with 
IMMUNOREX, the ''classic’’ treatment 
(contains only the specific irritants to 
which your patient reacts). 
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Send TODAY for a complete 
R catalogue and, if you wish, a 

Physician's Handbook and 
Manual for Nurse Assistant; 
to Barry's Allergy Division. 











Since ¥ 1928 


Berry Laboratories, Inc. © Detroit 14, Michigan 
Manufacturers of Biologicals and Pharmaceuticals 
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COMMUNICATIONS | 








Dear Mr. Burns: 


Considerable attention has been given to solving the 
health needs of our elderly citizens in relation to the ade- 
quacy or inadequacy of the HR 12580 (Kerr-Mills Bill) and 
subsequent Michigan Senate Bill 1002 entitled Medical 
Assistance to the Aged. 

For your background information, we find that we have 
22,000 persons over age 65 in this industrial community, 
excluding approximately 2000 people receiving old age assist- 
ance. It is estimated that 12 per cent of these senior 
citizens will require hospitalization per year which precon- 
ceives 2700 persons will be or should be in a hospital during 
this year 

Of the 22,000, 60 per cent have private insurance, which 
means 1600 of the 2700 expected to be hospitalized are of 
private insurance status. An additional 20 per cent have 
incomes greater than $2500 per year which indicates that 
about 500 out of the 2700 people requiring hospitalization 
would be able, either personally or via insurance, to take 
care of their own medical care expenses. We are then left 
with 600 persons requiring hospital care who might benefit 
from the Medical Assistance to the Aged Bill. 

The present rate of applying for assistance under this Act 
is 2.6 applications per working day, which totals about 600 
per year. During a 30-day period, 20 per cent or 10 appli- 
cations out of 50 were refused because their assets or 
income exceeded the limits allowed by the Michigan bill 
This percentage is confirmed by a state survey 
Impressions: 

1. The MAA (Medical Assistance to the Aged) program 
is doing well in serving the needs of our medical indigents. 
80 per cent of those applying are getting assistance. Over 
a one-year period, probably 20 per cent or 120 persons will 
be ineligible because their assets are in excess of the limits 
of Senate Bill 1002. It is possible that the ineligible appli- 
cants could only be assisted by measures which would force 
our independent citizens to drop their hospitalization insur- 
ance. 

2. We are favorably impressed in Genesee County with 
the cooperation of the Bureau of Social Aid and the County 
Welfare Department in implementing this Act. 

3. We would like to suggest that an addition be made 
to the Rules and Regulations of this Act, to specify that the 
transfer of patients to and from hospitals, county facilities, 
and nursing homes be done only with the approval of the 
attending physician (licensed to practice in the state of 
Michigan) 

Sincerely yours, 
J. C. Rawuinc, M.D. 
Chairman, Legislative Committee 
Genesee County Medical Society 
Flint, Michigan 
May 4, 1961 


RESEARCH GRANT RENEWED-—Ronald Lippitt 
and Stephen Withey of The University of Michigan Institute 
for Social Research have received a renewal grant of $25,000 
from the U.S. Public Health Survey to support research 
conducted by Inter-Center Program on Family, Youth and 
Children. 
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| Good 
all hands 


handy, 
disposable, 
moist 


ZEPHIRA 
TOWELETTES 


new antiseptic 
skin cleansing tissues 


Zephiran Towelettes cleansing tissues are impregnated with Zephiran chloride 1:750. They are welcomed by 
hospital personnel as well as by patients. Towelettes provide a handy, pleasant, antiseptic and deodorizing 
cleansing without the use of water. Inside each individual foil envelope is a conveniently large, moist Zephiran- 
impregnated disposable tissue — ready to use anywhere, any time. 





EASY TO OPEN - EASY TO USE 
Available in boxes of 20 and 100. 


Towelettes contain Zephiran chloride (brand 
of refined benzalkonium chloride) in an 
effective antiseptic concentration, perfume, 
chlorothymol and alcohol 20 per cent. 
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Hospital and Medical Uses: For bedside cleansing to reduce nursing care and time. 
For patients’ use before and after meals. For patients after use of the bedpan. For 
cleansing of nursing mothers’ hands before handling the baby or breast. For cleansing 
of patients before and after gynecologic examination. For routine antiseptic skin 
cleansing of patients following operations such as colostomy, prostatectomy, hemor- 
rhoidectomy. For refreshing cooling cleansing of patients with fever, headaches, etc. 
For first-aid antiseptic cleansing of minor cuts, abrasions and burns. For patients with 
acne to cleanse the skin during the day. In the doctor’s bag for house calls, for use 
in ambulances, etc. 

General Uses: In the home, in the hospital, in the office, while traveling, when caring 
for children and during sports — for a quick fresh-up any time. 


. 


LABORATORIES ¢ New York 18, N. Y. 


Zephiran (brand of benzalkonium, as chloride, refined), trademark reg. U.S. Pat. Off 
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because their physician has kept 
her baby well nourished, healthy—and 
free from diaper rash 


™DESITIN 


OINTMENT 


Protects against irritation of urine and excrement; 
markedly inhibits ammonia-producing bacteria; 
soothes, lubricates, stimulates healing. 


For samples of Desitin Ointment, pioneer extérnal God | 
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Brief and to the Point 


HONORED BY REGENTS—Edwin L. Thirlby, M.D., who has 
served the Traverse City area for 60 years, was honored recently 
at a community dinner when he received a University of Michigan 
Regents’ Citation of Honor for his distinguished service to higher 
education. The presentation, made by U-M President Harlan Hat- 
cher, recognized Doctor Thirlby for the motivation he has pro- 
vided for the postgraduate medical education prograrn conducted by 
the University at Traverse City. Doctor Thirlby was “Michigan’s 
Foremost Family Physician” in 1960. 


eet 


“CITIZEN OF THE YEAR"—Herman Meinke, M.D., Hazel Park, 
recently received a citation by the Hazel Park Veterans of Foreign 
Wars for his outstanding service to the community. Specifically, 
he was cited for his “humanitarian efforts in behalf of at least two 
generations of Hazel Park families.” 


* * aa 


“THE BISHOP LECTURE"—The lecture at the annual Doctors’ 
Dinner-Lecture program at the Almont Community Hospital is to be 
known as “The Bishop Lecture,” in honor of G. Clare Bishop, M.D., 
longtime Almont doctor. The Almont Hospital staff voted that Dr. 
Bishop may name any nationally-known medical authority to give 
the annual lecture, and the hospital staff will finance the cost. 


© * * 


BUSY TIME—Among the busy Michigan M.D.’s this month is 
Norman D. Nigro, M.D., Detroit, who is secretary of the American 
Proctologic Society. He has a major role to play in connection 
with the annual meeting of the Society in Pittsburgh, June 21-24. 


* * + 


INJURY SURVEY—A recent report by the United States National 
Health Survey finds that the injury rate per 1,000 population for 
Detroit is 157. That rate is less than one half that of San Francisco. 
San Francisco had the highest rate of eight large cities in the survey 
—333 injuries per 1,000. Detroit’s rate was the lowest. Chicago’s 
was the second highest—264 per 1,000. 


.:. = 6 


HEADS SURGERY—Alan Thal, M.D., University of Minnesota, 
has been named chairman of the department of surgery at Wayne 
State University’s College of Medicine. He will head a department 
which gained national prominence through the leadership of Dr. 
Charles G. Johnston who died in 1960. 


NEWS BRIEFS 


949 





NEWS BRIEFS 


The most significant 
advance in analgesics 
since the isolation of 


morphine in 18O5 


Remarkable effectiveness 


and greater freedom 

from side reactions 

in the widest range 
of clinical applications 


FOR PAIN 


NUMORPHAN’ 


BRAND OF OXYMORPHONE, ENDO 


clinically tested for 5 years/evalu- 
ated in 120 U.S. hospitals/over a 
<—— quarter of a million doses given/ 
PAIN RELIEF, More than 25,000 patients treated 


SUPPLIED: 


Vials: 10 cc., singly and in boxes of three. 
Ampuls: | cc. and 2 cc., in boxes of 12 and 100. 
(Each ce. of NUMORPHAN® contains 1.5 mg. 
oxymorphone as the hydrochloride. ) 


Suppositories: 2 mg. and 5 mg., in boxes of 6. 
Sh AORN 5 ea RR aR ERROR SR ARBARS 


THE G. A. INGRAM COMPANY 
4444 Woodward Avenue, Detroit 1, Mich. 


°U. &. Pat. 2.806.033 
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RECEIVES GRANT—tThe Department of Health, Edu- 
cation and Welfare has granted Wayne State University 
College of Medicine over $48,000 for two studies. $26,335 is 
aimed at determining the effects of acceleration on the human 
skeleton. Whiplash injuries in particular will be studied. F. 
Gaynor Evans, M.D., professor of anatomy at the University 
of Michigan, will cooperate. 

The second grant is $21,729 for a deformation study of the 
bones of the face. The study will try to determine how bones 
of the face deform and fracture under loads such as auto 
accidents. 


* 7 * 


DOCTORS CERTIFIED—The American Board of 
Obstetrics and Gynecology certified the following Michigan 
doctors on April 15: Vernon V. Bass, M.D., Saginaw; Abra- 
ham Blumer, M.D., Detroit; Donal T. Conley, M.D., Mar- 
quette; Martin H. Daitch, M.D., Livonia; Herman C. Elders- 
veld, M.D., Grand Rapids; Donald H. Endean, M.D., Holland; 
Robert K. Ferguson, M.D., Kalamazoo; Harry C. George, 
M.D., Lansing; Harold Glen, M.D., Detroit; Alan Cecil Lakin, 
M.D., Detroit; Therion D. Loughrin, M.D., Lansing; Henry 
Ehrlicher Malcolm, M.D., East Lansing; John Michael Malone, 
M.D., Detroit; Cornelius Aurelius Mavori, M.D., Lincoln Park; 
Gena Rose Pahucki, M.D., Ann Arbor; Theresa Rita Palaszek, 
M.D., Grand Rapids; Charles Peake, M.D., Kalamazoo; 
Thomas J. Petrick, M.D., Lincoln Park; James F. Pingel, 
M.D., Southfield; Edmund J. Robson, M.D., Lansing; Robert 
F, Rourke, M.D., St. Clair Shores; Ronald E. Rourke, M.D., 
St. Clair Shores; Thomas J. Sansone, M.D., Pontiac; Darrell 
E. Statzer, M.D., Detroit; Charles D. Stephenson, M.D., Battle 
Creek; Creighton A. Wabener, M.D., Traverse City; Joseph J. 
Woods, M.D., Detroit; and William J. Yetzer, M.D., Dear- 
born. 


7 oa * 


CONGRESS ON MEDICAL QUACKERY—The 
American Medical Association will hold a Congress on Medi- 
cal Quackery in conjunction with the Federal Food and Drug 
Administration in Washington, D. C., October 6-7 at the 
Sheraton-Park Hotel. Since medical quackery is a real prob- 
lem in every state, the Congress will present new ideas and 
better methods of combating this evil. For copy of program, 
write F. J, L. Blasingame, M.D., Executive Vice President, 
AMA, 535 North Dearborn Street, Chicago 10. 


. * 7 


U-M PROMOTIONS—university of Michigan Medi- 
cal School has promoted the following doctors to the rank of 
professor—E, Richard Harrell, Jr., M.D. (Dermatology), 
Stefan S. Fajans, M.D. (Internal Medicine), Kenneth P. Mat- 
hews, M.D. (Internal Medicine), Gardner M. Riley, M.D. 
(Obstetrics and Gynecology); to associate professor—C. Wil- 
liam Castor, Jr., M.D. (Internal Medicine), F. James Conway, 
M.D. (Internal Medicine), Robert D. Johnson, M.D. (Internal 
Medicine), William M. Mikkelson, M.D. (Internal Medicine), 
George W. Morley, M.D. (Obstetrics and Gynecology), Al- 
bert V. Hennessy, M.D. (Pediatrics and School of Public 
Health), William J. Oliver, M.D. (Pediatrics), Makepeace U. 
Tsao, M.D. (Pediatrics), Saul I. Harrison, M.D. (Psychiatry), 
Kenneth A. Kooi, M.D. (Psychiatry), and Joe D. Morris, 
M.D. (Surgery). 


Continued on Page 952) 
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D 
ow would you design | 
a tranquilizer 
specifically for the —_ 


tense working adult? 





wouldn’t you see how closely these ATARAX 
want it tobe: advantages meet your standards 





versatile and arTarax “...was used in higher-than-usual dosages (200 to 1600 mg. 
remarkably  daily).... Because of its clinical efficacy and lack of toxicity, [ATARAX] is 
well tolerated useful to both the psychiatrist and the general practitioner... .’”2 


“| ..hydroxyzine [ATARAX] is of considerable therapeutic value in the 
treatment of psychoneurosis....”” Most patients “... with commonly en- 
countered neuroses such as anxiety states occurring in business executives, 
in laborers dissatisfied with their jobs, in patients experiencing emotional 
upheavals caused by disturbed family situations, and in those with asso- 
ciated organic disease...” were treated successfully.! 


efficacious 


calming, seldom Working adults “...seldom experience drowsiness or impairment of in- 
impairing _ tellectual function with therapeutic doses.”8 


mental acuity 


Nor is that all that ATARAX has to offer. In one of the most crippling mani- 
festations of anxiety — alcoholism — ATARAX controls both acute and chronic 
stages without risk of injury to already damaged livers.4 In fact, though 
outstandingly useful in working adults, ATARAX equally well meets the 
needs of disturbed pediatric and geriatric patients (because of its usual 
lack of toxicity and convenient syrup form). Why not extend its benefits 
to all your tense and anxious patients? 

Dosage: For adults: 25 mg. t.i.d. to 100 mg. q.i.d. For children: under 6 years, 
50 mg. daily; over 6 years, 50-100 mg. daily; in divided doses. Supplied: Tablets 
10 mg. and 25 mg., in bottles of 100 and 500. Tablets 100 mg., in bottles of 100. 


Syrup 2 mg./cc., in pint bottles. Also available: Parenteral Solution. Prescrip- 
tion only. 


References: 1. Garber, R. C.: J. Florida M. A. 45:549 a ay 1958. 2. Lipton, 
M. I.: Pennsylvania M. J. 64:60 (Jan.) 1961. 3. Ayd, J., Jr.: Psychotropic 
Drugs, S. Garattini — V. Ghetti, eds., New York, Elecvier Publishing Co., 1957, 
p. 548. 4. McGettigan, D. L.: West. Med. 1:8 (Jan.) 1960. 


| | ) | | | PASSPORT 
TO TRANQUILITY 


(brand of hydroxyzine HCl) 


® ® 
New York 17, N. Y. VITERRA Capsules—Tastitabs 
Division, Chas. Pfizer & Co., Inc. Therapeutic Capsules for 
Science for the World’s Well-Being® vitamin-mineral supplementation 
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HOSPITAL EQUIPMENT 
PHARMACEUTICALS 
BUSINESS OFFICE EQUIPMENT 
PHYSICIANS SUPPLIES 
TRUSSES 
SURGICAL GARMENTS 


PHYSIOTHERAPY EQUIPMENT 


Four Locations 
To Serve You: 


Supply Co. 
311 State St., S.E. 


Pharmacy 
20-24 Sheldon, S.E. 


Drive-Up Pharmacy 
311 State St., S.E. 


Ramona Pharmacy 
515 Lakeside Drive, S.E. 








NEWS BRIEFS 


(Continued from Page 950) 


ELECTED COUNTY SUPERVISOR—W. G. Gamble, 
Jr., M.D., Bay City, was elected this spring as representative 
of the city’s second ward to the Bay County Board of 


Supervisors. 
* + . 


ON COLLEGE BOARD—Two doctors are serving 
on the governing board of the new Delta College, near Bay 
City-Saginaw. Elected to the board are Fred J. Chapin, M.D., 
Bay City, and Donald C. Durham, M.D., Saginaw. 


* * * 


NY LEADER—Henry I. Fineberg, M.D., immediate past- 
president of the Medical Society of the State of New York, 
is the new chief administrative officer of that society. Long 
active in organizational affairs, Doctor Fineberg was chair- 
man of the New York delegation to the AMA House of 
Delegates. 


* * * 


SPEAKER—John B. Bryan, M.D., Detroit, was a speaker 
at the spring meeting of the Michigan Dietetic Association 
in Detroit. He discussed electrolyte metabolism. 


* * * 


ON NATIONAL PROGRAM—Geoffrey L. Brink- 
man, M.D., Detroit, explained “The Importance of Biopsy of 
Non-Palpable Scalene Nodes in Bronchogenic Carcinoma” at 
the recent joint annual meeting of the National Tuberculosis 
Association, American Thoracic Society and National Con- 
ference of Tuberculosis Workers at Cincinnati. 


* + * 


ANNIS NAMED—Edward R. Annis, M.D., of Miami, 
Florida, a leading spokesman for the nation’s private physi- 
cians, has been appointed editor-at-large of the magazine 
Medical Economics. Dr. Annis will write a biweekly column 
for the publication. 


* * * 


MEDICAL MEETINGS, U.S.A. 


American Hospital Association, Sept. 25-28, Atlantic City, 
New Jersey. 

College of American Pathologists, Sept. 30-Oct. 3, Seattle, 
Washington. 

American Society of Clinical Pathologists, Sept. 30-Oct. 8, 
Olympic Hotel, Seattle, Washington. 

College of American Pathologists, Oct. 1-7, Olympic Hotel, 
Seattle, Washington. 

American Academy of Pediatrics, Oct. 2-5, Palmer House, 
Chicago, Illinois. 

American College of Surgeons, Oct. 2-6, Conrad Hilton 
Hotel, Chicago, Illinois. 

American Academy of Ophthalmology and Otolaryngology, 
Oct. 8-13, Palmer House, Chicago, Illinois. 

Fourth International Congress of Allergology, Oct. 15-20, 
the Hotel Commodore, New York, N. Y. 

American Heart Association, 34th Annual. Meeting, Oct. 
20-24, Miami Beach, Florida. 

American Society of Anesthesiologists, Inc., Oct. 22-27, 
Statler Hilton, Los Angeles, California. 

American Medical Association, Clinical Meeting, Nov. 27- 
30, Denver, Colorado. 
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Put your 
@ low-back patient 
=| back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 





Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 











Soma is notably safe. Side effects are rare. Drow- ® (carisoprodol, Wallace) 
siness may occur, but usually only in higher dosages. ") Wallace Laboratories, Cranbury, New Jerse 
Soma is available in 350 mg. tablets. USUAL DOSAGE: \ . he y 
1 TABLET Q.1.D. 

















Andrew F. Caughey, Jr., Detroit, “The X-Ray Signs 
of Fetal Death,” Obstetrical and Gynecological Survey, April, 
1961. 


E. L. Quinn, M.D. and J. M. Colville, M.D., De- 
troit, “Subacute Bacterial Endocarditis,’ The New England 
Journal of Medicine, April 27, 1961. 


David Gage, M.D., Lansing, “Classification of Car 
diacs,” Industrial Medicine and Surgery, May, 1961. 


Harper Hellems, M.D., Detroit, “Types of Heart 
Problems,” Industrial Medicine and Surgery, May, 1961. 


George L. Nardi, M.D., Boston, and George D. 
Zuidema, M.D., Ann Arbor, “The Post-operative Use of 
Dextro Pantothenyl Alcohol,” Surgery, Gynecology and Ob 
stetrics, May, 1961. 


R. S. Sethi, M.D. and John R. MacDonald, M.D., 
Detroit, “Adrenal Apoplexy,” Harper Hospital Bulletin 
March-April, 1961. 


John W. Sigler, M.D., Maryland, and Dwight C. 
Ensign, M.D., Detroit, “Common Rheumatic Disorders, 


Part IJ: Rheumatoid Arthritis,’ American Practitioner and 


Digest of Treatment, May, 1961. 


Irving a Edgar, M.D., Detroit. “Modern Surgery and 
Lord Lister,” Journal of the History of Medicine and Allied 
Sciences, Volume XVI, Number 2, 1961. 


J. Alan Gray, M.D., Battle Creek, “Gangrene of the 
Genitalia as Seen in Advanced Periurethral Extravasation with 
Phlegmon,” Journal of Urology, December, 1960. 


Bruce Proctor, M.D., Detroit, “Chronic Progressive 
Deafness,” Archives of Otolaryngology, May, 1961. 


Rudolf E. Wilhelm, M.D., Detroit, “Bronchial Asth- 


ma,’ The Journal of the Louisiana State Medical Society 
May, 1961 


FILMS AVAILABLE—Audio-visual refresher courses 
are being prepared under the direction of the College of 
Medicine, Wayne State University Utilization Center. A num- 
ber of physical diagnosis courses have been prepared includ- 
ing “Introduction to Speech Disorders,” “Communicable 
Disease,” “Gait and Musculo-skeletal Disorders,” “Disorders 
of Mobility,’ “The Ear and Hearing,” and “The Larynx.” 
This program has been carried out under the supervision of 
Frederick |. Margolis, M.D., Kalamazoo. The films may be 
obtained on a rental basis from the Wayne State University 
Audio-Visual Utilization Center. This project has been spon- 
sored by Ciba Pharmaceuticals, Inc. 


rlidin 
| increases 
blood flow 

to the brain 


in the 


“senility syndrome 
associated 


with 


cerebrovascular 
insufficiency 





IN MEMORIAM 


ROBERT P. GUNN, M.D., fifty-four, Bay City physi- 
cian for the past sixteen years, died in a plane crash on 
May 15, 1961. 

Doctor Gunn was a staff anesthetist at Bay City’s General 
and Mercy Hospitals. He was a graduate of Wayne State 
University and its College of Medicine, and the University 
of Michigan. At Wayne, he was selected as one of the top 
ten athletes in the history of the school for his ability as a 
basketball center. 


FREDERICK S. LEEDER, M.D.., fifty-seven, Lansing, 
nationally known epidemiologist and director of the state 
health department’s division of disease control, records and 
statistics, died May 17, 1961. 

Born in Saskatoon, Canada, he graduated from the Uni- 
versity of Toronto medical school in 1928. He received his 
doctorate in public health at the same school in 1939, also 
taking graduate work at Harvard University School of Public 
Health. 

Prior to coming to Michigan, Doctor Leeder was asso- 
ciated with public health units in Massachusetts and New 
York. In 1934, he became Allegan County health officer, 
and from 1939 to 1941, served in the Branch County health 
department. In 1942 he became assistant director of the 
State Health Department's Bureau of epidemiology, becoming 


its director in 1945, when it was renamed the Division of 
Disease Control, Records and Statistics. 

Memberships included the American College of Preventive 
Medicine, American Public Health Association, American 
Board of Preventive Medicine and Public Health, Michigan 
Public Health Association, Michigan Association of the Pro- 
fessions, New York Academy of Sciences and the Royal 
Society of Health, Canada. 


|. ALLEN SHAPIRO, M.D., fifty-five, Detroit physi- 
cian for more than twenty-five years, died May 21, 1961. 

A graduate of Wayne State University College of Medi- 
cine, Doctor Shapiro served in the South Pacific during 
World War II. Following the war he became associated with 
the Livernois Clinic in Detroit. He was a member of Phi 
Delta Epsilon fraternity, and the Academy of Pediatrics. 


DELBERT E. SILER, M.D.., fifty-three, Saginaw urolo- 
gist, died April 26, 1961. 

Born in Stockbridge, Michigan, Doctor Siler attended 
UCLA and St. Mary’s College and was graduated in 1937 
from Marquette University medical school. He served his 
internship at Henry Ford Hospital, Detroit, and his residency 
at Wayne County General Hospital. Later, he did post- 
graduate work at the University of Georgia. 

He came to Saginaw from Bay City in 1947. Memberships 
included the American Board of Urology, North Central 
Section of the American Urological Association and Detroit 
Urological Society. 


Inadequate cerebral blood flow— often due to cerebral arteriosclerosis — may 
result in the ‘‘senility syndrome”’ with its pattern of mental confusion, mem- 
ory lapses, depression, fatigue, apathy and behavior problems.1!-3 


43% increase in cerebral blood flow with Arlidin* 
In patients with cerebrovascular insufficiency, Eisenberg4 measured a 43 per- 
cent increase in blood flow in the brain following administration of Arlidin 
orally for more than two weeks beginning with a dosage of 12 mg. t.i.d. and 
increasing to 18 mg. t.i.d. There was a decrease in cerebral vascular resist- 
ance in most instances. 


Winsor and associates? found Arlidin ‘‘of particular value clinically in reliev- 
ing some of the symptoms of cerebral vascular insufficiency (vertigo, light- 
headedness, mental confusion, diplopia).”’ 


Arlidin is a unique and dynamic vasodilator which acts to increase circulation 
in the brain...in the inner ear and eye...also in the peripheral skeletal muscle. 


arlidin 


(BRAND OF NYLIDRIN HCI NND) 


references: 1. Madow, L.: Penn. M. J. 62:861, June 1959. 2. Stieglitz, E. J.: Geriatric Medicine, 
ed. 2, Philadelphia, Saunders, 1949 p. 274. 3. Winsor, T., et al.: Amer. J. Med. Sciences 239:594, 
May 1960. 4. Eisenberg, S.: ibid, July 1960. 


Literature giving indications, dosage, precautions, etc. available on request. 


u. Ss. Vitamin & pharmaceutical corporation 
Arlington-Funk Labs., division *» 250 East 43rd Street, New York 17, N. Y. 





The Doctor's Library 


Acknowledgments of all books received will be made in this 
column, and this will be deemed by us as full compensation 
to those sending them. A selection will be made for review, 
as expedient. 








MODERN OCCUPATIONAL MEDICINE. Editors: A. J. 
Fleming, M.Sc., M.D., F.A.C.P., Medical Director, E. I. 
du Pont de Nemours & Company and C. A. D’Alonzo, 
M.D., F.A.C.P., Assistant Medical Director, Medical Divi- 
sion, E. I. du Pont de Nemours & Company. Associate 
Editor: J. A. Zapp, Ph.D., Director, Haskell Laboratory 
for Toxicology and Industrial Medicine, E. I. du Pont de 
Nemours & Company, 66 illustrations; 1 color plate. Second 
Edition—Thoroughly Revised. Philadelphia: Lea & Febiger, 
1960. Price, $12.00. 


This is the second edition of a well-written book edited by 
members of the Medical Department of the du Pont Com- 
pany. The book is presented with the purpose of providing 
a better understanding of the principles and methods of in- 
dustrial preventive medicine. In addition to the usual oc- 
cupational diseases, there is a section devoted to chest 
diseases and to emotional and mental illness seen by the 
industrial physician, with suggestions on how the industrial 
physician may deal with such employes. Plant safety 
programs are discussed with a new approach to safety 
education. The section on Biostatistics as a means of fa- 


cilitating research in the genesis and history of degenerative 
diseases, is included. 

This is a fairly up-to-date book and is highly recom- 
mended for those interested in industrial medicine. The 
section on Toxicology is particularly good and that on 
Occupational Chest Diseases is most informative and well 
illustrated. 

R.W.B. 


MEDICAL-SURGICAL NURSING. Kathleen Newton Shafer, 
R.N., M.A. Formerly Associate professor in Out-Patient 
Nursing, the Cornell University—New York Hospital 
School of Nursing, New York, N. Y.; formerly Assistant 
Consultant in Orthopedic Nursing, the National League 
for Nursing Education; formerly Instructor in Medical 
Nursing and Instructor in Surgical Nursing, the Cornell 
University—New York Hospital School of Nursing, New 
York, N. Y. Co-authors: Janet R. Sawyer, R.N., A.M., 
Instructor, School of Education, Department of Nurse Edu- 
cation, New York University, New York, N. Y. and Audrey 
M. McCluskey, R.N., M.A., Associate Professor in Nursing, 
the Cornell University—New York Hospital School of 
Nursing, New York, N. Y. Second Edition with 141 il- 
lustrations. St. Louis: The C. V. Mosby Company, 1961. 
Price, $8.75. 


This is an advanced textbook for the student nurse or 
nurse practitioner for study and reference. Combining the 
medical and surgical aspects of nursing care is an intriguing 
accomplishment. This approach identifies the nursing needs 


Continued on Page 958) 





It's an “OPEN AND SHUT 


Sandura Case. 


OF ® 





ILLUSTRATED— protects instruments from shock. The en- 


Welch Allyn Oto- tire case can be washed or sterilized with 
scope-Ophthalmoscope 
Set No. 983, complete with alcohol. 


THE MEDICAL SUPPLY CORPORATION 


3632 Woodward Avenue TEmple 1-4588 TEmple 1-4589 Detroit 1, Michigan 


CASE” for SQM—QUraz 


The new WELCH ALLYN instrument 


case that offers you far greater 


* DURABILITY 

* CLEANLINESS 

* COMPACTNESS 
* BEAUTY 


The Sandura Case is molded in reinforced 
material to stand great shock or abrasion, 
with tarnish-proof soft rubber lining which 


ETROTT 








JMSMS 


Say you saw it in the Journal of the Michigan State Medical Society 





July, 1961 


Acts within minutes—KOAGAMIN, unlike other hemostatic agents, acts quickly in minimal 
dosages. Working on the late phases of the clotting mechanism, KOAGAMIN does not require 
massive and prolonged pre- or postoperative dosages to control capillary and venous bleeding. 
Acts with predictable safety —In 20 years of clinical use, no toxic or side actions have been 
reported with KOAGAMIN. Bleeding is arrested without danger of thrombosis, and because 
KOAGAMIN contains no protein or alkaloid, it can be administered without danger of sensi- 
tization or untoward reactions. 

Acts effectively in a broad range of indications — Because of its unparalleled safety and 
outstanding effectiveness, KOAGAMIN has been successfully employed in... hemorrhagic dis- 
eases, abnormal bleeding, blood disorders, surgical cases and trauma. 

KOAGAMIN, an aqueous solution of oxalic (5 mg. per cc.) and malonic (2.5 mg. per cc.) acids for parenteral 
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of the patient who often moves from medical care to surgical 
intervention. This prevents needless duplication in referring 
to two texts and results in a more intelligible under- 
standing of total-patient care. 

Throughout, the authors have pin-pointed and stressed 
nursing care and have included only that amount of medical 
content necessary to identify the patient’s needs. Subject 
matter is cross-indexed to facilitate location. Each chapter 
is prefaced by study questions to aid the student in study 
and is followed by a comprehensive bibliography for further 
pursuit of topics of interest. The authors have presented the 
material in an easy to read, perspicuous style. 

Miss Shafer and co-authors have identified the new trends 
in nursing care and the resultant new responsibilities facing 
the nurse. In this second edition they have recognized the 
high incidences of injuries and have included a chapter on 
the nurse’s role in accidents, emergencies, and disasters. 
Other important new sections that are included, discuss the 
problem of the aged, chronic illness, fluid and electrolyte 
balance, open-heart surgery, refrigeration, anesthesia and hy- 
pothermia, electric pacemaker, mouth-to-mouth resuscitation, 
use of radiation, and radioisotopes. 

Older nursing procedures and problems are re-examined 
and new principles and techniques in handling them are 
identified. 

J.A.J 


CIBA FOUNDATION COLLOQUIA ON ENDOCRINOL- 
OGY. Volume 13 Human Pituitary Hormones. In Honor 
of Professor B. A. Houssay, For. Mem. R.S. Editors for 
the Ciba Foundation: G. E. W. Wolstenholme, O.B.E., 
M.A., M.B., M.R.C.P. and Cecilia M. O’Connor, B.Sc. 
86 illustrations. Boston: Little, Brown and Company, 1960. 
Price, $9.50. 


This is a report of a symposium on the anterior pituitary 
hormone and its effect on men and animals. This symposium, 
under sponsorship of Ciba Foundation was arranged in honor 
of Professor B. A. Houssay of Argentina, and took place in 
Buenos Aires. The papers and discussion by thirty-two 
international authorities will be of interest to those engaged 
in endocrine research. 

R.W.B. 


THE ROLE OF THE PHYSICIAN IN ENVIRONMENTAL 
PEDIATRICS. By Carl C. Fischer, M.D., Professor and 
Head of the Department of Pediatrics, Hahnemann Medical 
College and Hospital; Director of the Health Service, Girard 
College, Philadelphia, Pa. New York: Landsberger Medical 
Books, Inc., 1961. Price, $5.50. 


In his small book of 100 pages in large type, the author 
points out many areas in which the pediatrician should 
function in present-day pediatrics. For example, in adoption 
practices, school health, care of the handicapped, and ado- 
lescent problems, the author explains the newer role 
of the pediatrician. 


(Continued on Page 960) 
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(Continued from Page 958) 


The book is a nice orientation for pediatric trainees, pedi- 
atricians and generalists. It tells of many important functions 
in child care programs, programs that many of us would 
hope to work at more strenuously. 


F.J.M. 


REVIEW OF MEDICAL MICROBIOLOGY. By Ernest Ja- 
wetz, Ph.D., M.D., Professor of Microbiology and Lecturer 
in Medicine and Pediatrics, University of California School 
of Medicine, San Francisco. Joseph L. Melnick, Ph.D., 
Professor of Virology and Epidemiology, Baylor University 
College of Medicine, Houston, Texas. Edward A. Adelberg, 
Ph.D., Associate Professor of Bacteriology and Chairman, 
Department of Bacteriology, University of California, Berke- 
ley. Fourth Edition. Los Altos, California: Lange Medical 
Publications, 1960. Price, $5.00. 
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physician 
e surprisingly low cost—to cover all medical 
care, medicines, laboratory work, room and 
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Member American Hospital Association, Member Illinois Hos- 
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This book has an excellent chapter on anti-microbial 
chemotherapy and this also discusses the side effects, toxi- 
city, mode of action, and areas of absorption of most of the 
current antibiotics. The discussion concerning the pleuro- 
pneumonia-like organisms is well presented in a brief out- 
line and the sections devoted to viruses are well illustrated 
and lucid. Many of the illustrations are based on recent 
electron microscopy studies, and are excellent. Even the 
diagram and text, explaining chick embryo techniques, should 
be of interest to any physician who might speak casually of 
such procedures but, in most instances, has no exact knowl- 
edge of the methods employed. There is an extensive table 
outlining the various laboratory diagnostic tests in viral 
diseases and it is of value to all those interested in diagnostic 
medicine. The portion devoted to infectious and serum hepa- 
titis is current in thought and well worth reading; in the 
same vein, the evaluation of various agglutination tests is 
excellent, particularly the comment on the proper time to do 
heterophile studies in the cases of infectious mononucleosis. 
The proper timing of this procedure is not widely known. 

There are a number of exotic diseases unknown in this 
country that are described at some length and do not con- 
tribute much, as far as the average American physician is 
concerned; but, on the other hand, there is a brief, but 
knowing, comment on such common, but often poorly under- 
stood diseases, such as Cat-scratch Fever. The book is 
recommended to those interested in recent developments in 
basic medical science. 


A.A.H. 


CIBA FOUNDATION COLLOQUIA ON AGING. Volume 
5. The Lifespan of Animals. Editors for the Ciba Founda- 
tion G. E. W. Wolstenholme, O.B.E., M.A., M.B., M.R.C.P. 
and Maeve O’Connor, B.A., With 58 Illustrations and Cum- 
ulative Index to volumes 1-5. Boston: Little, Brown & 
Company, 1960. Price, $9.50. 

This is an interesting book that embodies an enormous 
volume of almost pure research in a brief space. It is the 
last of five similar books devoted to a colloquia on aging. 
The discussion of the development of arteriosclerosis in 
various birds is well illustrated and informative, but some 
portions are of interest only to those actuarially or mathe- 
matically inclined. The cause of death listed percentage- 
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wise in the analysis of horse mortality should be of general 
interest and it is encouraging to note that Musca domestica, 
the common house fly, lives only an average of 17 days in 
the case of a male, but the female enjoys a mean life-span 
of 29 days, a trend duplicated in humans; in this instance, 
however, it was found that female longevity in the house fly 
was enhanced by the inclusion of whole powdered milk in 
the standard diet, but no such beneficial effect was obtained 
for the male. 

Considerable data is included in the chapter on parental 
age effects in man. This is a good book but only of value 
to clinicians who have a casual interest in this field, or in 
geriatrics. 

A.A.H. 


INFORMATION, PLEASE! FOR WOMEN ONLY. Incorpo- 
rating The Dunhill Chart by Alfred Dreyfus II. New York, 
Washington, Hollywood: Vantage Press, 1961. Price, $7.50. 


This book, as its title suggests, gives much information 
“for women only.” The main feature of the book is the 
Dunhill Chart, which presents at a glance what times during 
the menstrual period a woman is, or is not, likely to become 
pregnant. It also contains a schedule to help the mother-to- 
be understand the changes in her condition until her baby 
is born. In addition to this chart, much information is given 
on female hygiene and sexual disorders. Venereal disease is 
discussed, as are disorders of menstruation, sexual maladjust- 
ments, motherhood, pregnancy, and how the baby grows. 
There is much valuable information in this book. 
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Don’t blindfold him! 


j eer MAN in this picture is a cancer research scien- 
tist. The device he is using looks like something 
out of science fiction—but actually, it’s an electron 
microscope. It shows the sub-microscopic detail of a 
cancer cell—magnified 100,000 times. The cost of one 
electron microscope is $35,000. 

Some of the equipment needed for cancer research 
is even more expensive. 

Today, in research centers throughout the country, 
1300 scientists, supported by American Cancer 
Society funds, are at work searching for the cause of 
cancer —and, ultimately, ways to prevent it. 


The American Cancer Society grants millions of 
dollars for research on such projects as the study of 
viruses as a possible cause of cancer—the develop- 
ment of hormone treatments for cancer—the control 
of cancer by drugs. Life-and-death projects. 

Your help is needed to enable the American Cancer 
Society to continue this support. 

Don’t blindfold cancer research. Give to it. Send 
your contribution now, to CANCER, c/o your local 
post office. All gifts are tax-deductible. 


AMERICAN CANCER SOCIETY 





AN AMES GLINIQUICK® 


Quality of diabetic control & 
Quantitation of urine-sugar 


In the diagnosis of diabetes, the urine-sugar 
test may be little more than a screening adju- 
vant. But in the everyday management of 
diabetes, the urine-sugar test is the most prac- 
tical guide we have.' Routine testing, however, 
should not only detect, but also determine the 
quantity of urine-sugar. Quantitative testing is 
essential for satisfactory adjustment of diet, ex- 
ercise and medication. Furthermore, day-to-day 
contre! of diabetes is in the patient’s hands. 
Quality of control is thus best assured by the 
urine-sugar test which permits the most accu- 
rate quantitation practicable by the patient. 
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CuINITEST® permits a high degree of practical accuracy and is very convenient.? Its clinically stand- 
ardized sensitivity avoids trace reactions, and a standardized color chart minimizes error or 
indecision in reading results. Cuinitest distinguishes clearly the critical 4%, 42%, %%, 1% and 
2% urine-sugars. It is the only simple test that can show if the urine-sugar is over 2%.* Your nurse 
or technician will appreciate these advantages; your patient on oral hypoglycemic therapy will find 
them helpful. Furthermore, Cuinitest may be a vital adjunct in the management of the diabetic 
child or the adult with severe diabetes. 


(1) Danowski, T. S.: Diabetes Mellitus, Baltimore, Williams & Wilkins, 1957, p. 239. (2) McCune, W. G.: M. Clin. 
North America 44:1479, 1960. (3) Ackerman, R. F., et al.: Diabetes 7:398, 1958. 





FOR PRACTICAL ACCURACY OF URINE-SUGAR QUANTITATION 


Standardized urine-sugar test...with AMES 
COLOR-CALIBRATED GRAPHIC ANALYSIS RECORD tren intra 


® A line connecting successive urine-sugar read- Sar 
ings reveals at a glance how well diabetics are 
cooperating. Each Cuinitest Set and tablet ,re- 


BRAND Reagent Tablets _ fill contains this physician-patient aid. — o1ss: 
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earlier detection of peripheral vascular disease 
key to rmproved therapeutic response 


In practically all peripheral vascular disease cases where marked 
occlusion with severe ulceration or frank gangrene has not de- 
veloped, patients can be assured that excellent treatment is avail- 
able and many symptoms can be relieved.’ Routine palpation of 
peripheral pulses? and performance of clinical tests for peripheral 
arterial disease® will help earlier diagnosis. Consequently treat- 
ment can be instituted sooner, improving likelihood of a favorable 
response to therapy. 
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ride , Mead Johnson 


Set 
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-vascular relaxant 


increases deep peripheral circulation by direct action 
...without troublesome side effects 


VASODILAN’S record of safety and effectiveness in the management of periph- 
eral vascular disease has been established clinically.** Clarkson and Le Pere 
report: With strictly a clinical office approach, isoxsuprine [VASODILAN] was 
used in the treatment of 100 patients with peripheral vascular disorders. Defi- 
nite clinical improvement was obtained in 89 per cent of these patients.”* They 
further state: “In particular, the symptoms of pain, cramping, numbness, and 


cold were consistently relieved.’”® 


Contraindications — There are no known contra- 
indications to oral administration of VASODILAN 
in recommended doses. 

Cautions —VASODILAN should not be given immedi- 
ately postpartum or in the presence of arterial 
bleeding. Parenteral administration is not rec- 
ommended in the presence of hypotension or 
tachycardia. Intravenous administration is not 
recommended because of the increased likelihood 
of side effects. 

Side effects—Few side effects occur when given in 
recommended doses. Occasional palpitation and 
dizziness can usually be controlled by dosage ad- 
justment. Single intramuscular doses of 10 mg. or 
more may result in hypotension or tachycardia. 
Dosage and administration—Oral—10 to 20 mg. 
(1 to 2 tablets) t.i.d. or q.i.d.; I.M.—5 to 10 mg. 
b.i.d. or t.i.d. 


Supplied —10 mg. tablets, bottles of 100; 2 cc. am- 
puls (5 mg./ce.) for intramuscular use, boxes of 6. 
For complete details on indications, dosage, ad- 
ministration and clinical background of VASODILAN, 
see the brochure of this product available on request 
from Mead Johnson Laboratories, Evansville 21, 
Indiana. 


References: (1) Lieberman, J. S.: GP 21:133-143 
(March) 1960. (2) DeWeese, J. A.: New England J. 
Med. 262:1214-1217 (June 16) 1960. (3) Winsor, T.: 
Peripheral Vascular Diseases: An Objective Ap- 
proach, Springfield, Illinois, Charles C big t-te 
1959, pp. 457-458. (4) Kaindl, F; Samuels, +. 
Selman, D., and Shaftel, H.: Angiology 10: 185- 192 
(Aug.) 1959. (5) Clarkson, I. S., and Le Pere, D. M.: 
Angiology 11:190-192 (June). 1960. (6) Samuels, 
S., and Shaftel, H. E.: J.A.M.A. 17:142-145 
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